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transit permit. Then please rei 


or attending physician. 
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director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to buri 
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MARYLAND STATE DEPARTMENT OF HEALTH F 
{VISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Te CERTIFICATE OF DEATH 03353 


1. 


pe a ali < 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. 


b. CITY DR TDWN (If outside corporate limits, 


a Sue, b. pei b A 
MARYLAND larvland alvert 
CITY DR a q 
‘write RURAL and give nearest. town) 


c. LENGTH DF STAY IN Ib || c. tside corporate limits, write RURAL and give nearest town) 


PRINCE Prederick CY 
“d. STREET ADDRESS 


_5_ days : 
|. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) e Reg ds 


ves] np fx 


Springfield State Hospital 


3. NAME OF First Middle ~—tast 74. DATE ‘Month Day Year 
DECEASED OF 
ype or print) Tharles Walter ALTON DEATH = March 20, 1965 
5. SEX 6. COLOR OR RACE | 7. MARRIED [—] NEVER 1ED %. OATE OF BIRTH 9. AGE (in years {IF UNDER 1 YEAR|IF UNDER 24 HRS. 
- ial Pannieaed last birthday) Months | Days | Hours Min. 
male white WiDDWeED [_} bivorceD[]| )y—20+1901 e 5 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR il. gaa (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) Nous 4 ore COUNTRY? 
Chef Russell's Snack Bat Maryland” UsSeAs 
13. FATHER’S NAME 14. oThes MAIDEN NAME 
Charles H. Alton ~ dec. Maud Hall - dec. 
15. WAS DECEASED EVERINU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
no Springfield State Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per iine for (a), (b), and (c).] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: s . eee Aneaees 
IMMEDIATE CAUSE (a) a sion |minutes 
Ao} DUE TO 
Conditions, If any, which _Arteriosclerotic heart disease. Years 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©) 
PART II. OTHER SIGNIFICANT CONDITIDNS CONTRIBUTING TO DEATH BUT NOTRELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) 19. hi enti 
yes[[] NO &] 


20a, ACOIDENT WAS UNDERLYING 
OR CONTRIBUTING [1] CAUSE OF D 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
Hour a.m, 


while Not Walle factory, street, Office bldg., etc.) 
p.m. 19 at work[_] et work [_] 


21. I certify that (I) (this ros te the deceased fro: oe 19____, that (I) (we) last 
saw the defpased alive o1 -20-6 )__, and that death occurred a’ 205M, ff 


fom*the causes and on the date stated above, 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of Injury In Part | or Part 1! of Item 18.) 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


SIGNA 22b. DATE SIGNED 
te ye POMC Wao SME gal 3-20-65 
22c. BATTEN 22d. ADDRESS 2 * * 
ingfield State Hospital 
8 Antonius Glahn, | BYertitie. Maryland 


22s. BURIAL CREMATION) 208. DATE THEREDF | 28e. NAME OF CEMETERY OR OREWATORY 23d. LOCATION (City, town or county) (Sete) 
eC) 
BOISE |) 3-03-65 Woodlawn Cemetery ps a Te 


24, FUNERAL DIRECTOR ADDRESS. 25a, REC’D BY REGISTR. 25b. REGISTRAR’S SIGNATURE 


Wm.Cook,Inc., 1217 St.Paul Street, 21202 oa MAR 23 19 fOterbea Seicige —— 


MARYLAND STATE DEPARTMENT OF HEALTH 


—_ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
a M \ 03373 CERTIFICATE OF DEATH 03 354 
5 aa eS 
S$ £3 1, PLACE OF DEATH 2, USUAL RESIDENCE (Whare deceasad livad, H inslilution, Residence belore edmission) 
a) Seed SNE a. STATE b. COUNTY 
3 20g MARYLAND Maryland ~ = arnel 
2 =e b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN (lf outside corporate limits, write RURAL and giva neerast town) 
~ Bes write RURAL and give nearest town) y 
“ae Ru ws) ville Rural Sykesville SS 
£ 93s d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give sireel eddress) d. STREET ADDRESS 61S, RESIDENCE 
eae y NA Fi 
ee \ oF pS. Oar OES. ve 4 —— = RE ves [] no [it 
os 3. NAME OF First Middla Last 4, DATE Month Dey 
5 Ban DECEASED OF 
8 pprscrenn GERTIE MAY BARNES piece March 
¥ me 
= 3. SEX 6. COLOR OR RACE], aRRiED [_] NEVER MARRIED [-] | © ie OF BIRTH 9. RGETin year ean ii 
ig Female | White |woowsp} ovoreotj| May 21 1880 Bk || Ba, 
5g TOs, USUAL OCCUPATION (Giva kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | Tl. BIRTHPLACE (County & Steta, or foreign cou 12, CITIZEN OF WHAT COUNTRY? 
$3 done ts most of ae fife, even if retirad) 
g 1OUSe — Home Co. Md. 
8 13. FATHER’S NAME ; 14, MOTHER'S MAIDEN NAME U.S.A. 7 
& 
e William Palmer Elizabeth Lightner - 
c 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT dress 
s Yes, no. a unkown) | {Ifyasgive waror datesof sarvice) §- 
= a /3-/§-8760 Mrs Glenn Miller Westminster, Md. 
a 1B. CAUSE OF DEATH [Entar only ona cause per line for (a), (b), and (c).) i= INTERY AL BETWEEN. 


i 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


Yao} DUE TO 


Conditions, if eny, which (b) 
gave rise to immedieta cause 

(a), stating the undarlying ( CUETO 
cause last. te} 


ue ONSET AND,DEATH, F 


The law requires that the death certifica 


I or attending physician. 


te has been signed by the attending physic’ 


director, page 3 should be detached for use as the burial-transit perm 


19. “WAS ‘AUTOPSY 


z Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(s) OPS 
3) PERFORM 
Ose A 5 YES no [J 
S25 ~ |B [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 18.) — 
hou & | OR CONTRIBUTING [] CAUSE OF DEATH 

aS © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 z = == —_— 
OBS % | 20c. TIME OF INJURY Month, Day, Year| 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm,» 20f. (City or town) (County) (Stete) 
BxS $ Nous an While __ Not While factory, street, office bldg., ate.) | 
a i a g pa » at work [_] at work \ 

B29 21. I certify that (I) (this hospital), attended jhe deceased from.¢.. AN hen ) Me RN cgteacl 23 fShat (1) (we) last 
mBo saw the deceased alive on XT. nea that death occur’ M, from the causes and on the date stated above, 
i >a 22b, a 


pa M3 ATTENDING mE STAFF 
ya) mo. | PHYS. Oy econ D pays. Aa 
; - 


2c. PHYSICIAN'S 22d. ADDRESS 


led with the State Dept. of Health prior te burial, cremation, or removal, and in any ever 


Bee | NAME. (Type) 
Boe | E.Reese Wil 15 Kemper Ave, Westminster, : 
2S = oa 230. Wena CeenTON 23b. DATE THEREOF 23c, “NAME ‘OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Midis: 
‘Al, ci ng 
gtgrs “Burial 3/6/65 Bethes = 


VR AIS (4) (pa 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


15M 7/61 C,M.Wal Box ey! 1 Sykes ill te 


25a. REC'D BY "8 19% O65 REGISTRAR’S SIGNATURE” 


oar MAR 


MARYLAND STATE DEPARTMENT OF HEALTH 
EE Y) OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 03 855 


s #1 
= oe 
_ 5s 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived, If institution: Residence before admission) 
ire eee, Cy Seseulld y) a. STATE b. COUNTY 7 
32 ote MARYLAND i: a 
> $ b. CITY OR TOWN (if outside corporate timits, “4 Wiles OF STAY IN iI, ¢ CITY OR TOWN (If putsida corporale limits, write RURAL and give neares! town) 
ane M write RURAL And give Py, 28) } / j 
© 332 | leedeado bacge me Se 
= 625 d. NAME OF HOSPITAL OR INSTITUTION (if nol in gre: Give street address d. STREET ADDRESS «. 1S RESIDENCE 
= 05/47) q ON A FARM? 
>y 
32 ee G boty wiley Hagteaf. tS be. 
2 san . NAME First idle Last 4, DATE Month Dey “Year 
8 ag = DECEASED, | oan 
ac ‘ype or print , 2 D: 
af as tiegegew ™ Yeh, AF QOK 
3 3 5. SEX 6. COLOR OR RACE] 7. MARRIED Rar MARRIED [-] | 8 LEG IRTH 9. AGE {IN years |JF UNDER 1 YEAR| IF UNDER 24 HRS. 
8 : —-| _ lest birthday) (Months) Deys | Hours | Min, 
2 yraabe 3 wiowen[]  ovorcio [] | A77/. ZS, / GLEN Z yes | ; 
3 D MLE é ae, 


10a. USUAL OCCUPATION (Give kind of work 


done “Z oo of working life, even if retired) 
13. F ER‘S NAME i 


cia 


jal-transit permit. Then please removi 


10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (County & State, or foreign country) | 12. CHIZEN OF WHAT COUNTRY? 


v 
Wore wid. GE 
14, MOTHER’S MAIDEN NAME 
Se OO. 
te WAS DECEASED oe IN U.S. ARMED FORC) 16. SOCIAJ/SECURITY NO.| 1 
es, “Yo | tyes give waror dates of sefvice) 


= View TP ae dh, wf. 
fame! 


ding physi 


= res — hh, Sn 2 — 
18. CAUSE OF DEATH [Enter only one cause per fine for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET ATE STH 
IMMEDIATE CAUSE (a) 
22 x 
_ - DUETO 
Conditions, if any, which (b) 


gave rise to imme: cause 
(a), stating the undarlying 


or removal, and in any evant, 


The law requires that the death certifi 


DUE TO 
{e) 


z PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a)] 19. WAS AUTOPSY 
a4 RMED’ 
= 
ra S : yes {] NO 
= | 20a. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW IN, CURRED. f i rt Il of item 1B. 
5 | On CONTRIBUTING (1 CAUSE oF DEATH 01 JURY OCCU! (Entar nature of injury in Part | of Part Il of item 1B.) 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
* at : 
& | 20c. TIME OF INIURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,  20f. (City or town) (County) (State) 
5 Holptiaim. Not While factory, street, office bldg., etc.) | 
= at work | 


attended the deceased from: 196.5;, that (I) (we) last 


cel ital 
1o 
IL ia A9, 5 and that death occurred ate AM, from the causes and on the date stated above. 


fy that (I) (this rose 
saw the deceased ative on.... 


Ee ee ATTENDING, STAFF 2b. BONED 
he x bharb—y— ine [EI binecror  prys. 34 Ar 


22d. ADDR ESS 


2c. PHYSICIAN’: 


NAME (ype) fo Ax ay S, LIGA HEY “1.2, 


23a. BURIAL, CREMATION, | 23b. DATE ye 


Lew yap B2)7-oS * 


Crichkenwcgt. tWigtamnctt 


23c, iE OF CEMETERY OR CREMAPPORY 


eM) 


death. Page 4 may be retained by the hospital or attending physician. 

TO FUNERAL DIRECTOR: After this certificate has been signed by the atten: 
directet, page 3 should be detached for use as the buri 
be filed with the State Dept. of Health prior to burial, cremation, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


iTalent mica 


VR AIS (4) 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03375 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 035356 


1 oe al 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlissien) 


Carroll MARYLAND 3 ‘Varyland * Baltimore City 


b. CITY OR TOWN (if outside cor Bere limits, ©. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporete limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 


Sykesville 11 days Baltimore Bootr- g 2 


d. NAME OF HOSPITAL OR INSTITUTION (lf not In hospital, give street eddress) || d. STREET AODRESS @. Se cue 


Springfield State Hospital 1925 Brunt Street vesL] nobd 


First Middle Last | 4, “38 Month Day Year 


FE 
5 Abie fatlead 7: MARTHA ANN BLACK pice March 19 65_ 
: COLOR OR RACE | 7, MARRIED [Gq] NEVER MARRIEO[7]| & DATE OF BIRTA 3, AGE (In, years {IF UNOER 1 YEAR IF UNDER 24RS, 
O last bir day) Mores Oays | Hours | Min. 


Female Negro | wiooweo [7] oivorceo[]| 11-1-05 59 yrs. 


10a, USUAL OCCUPATION (Give kind of work done| 20b. nD Ce eee OR 11. BIRTHVLACE (State or foreign country) 12. oe WHAT 


during most of working life, even If retired) 
ousew North Carolina | U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Gold Brewington Tina (last name unk.) 
15, WAS DECEASEO EVER IN U,S. ARMED FORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT ‘Address 
Yes, no, or unkown) | (Ifyes give war or dates of service) 
No Unk. Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] [ate RS Ue 
PART |. DEATH WAS GAUSEO BY: s A 
Yao IMMEDIATE CAUSE (Acute pulmonary embolism - source unknown Minutes 
CHO DUE To 


Conditions, If any, which . * . 
gave rise to Immediete ® Years 


cause (a), stating the DUE TO 
underlying cause last. (c). 
PART Ii. OTHER SIGNIFIOANT CONOITIONS CONTRIBUTING TO OEATH BUTNOTRELATEO TO THE TERMINAL DISEASE CONOITION GIVEN IN PART 2(a) 29. WAS AUTOPSY 
cute brain syndrome associated with circulatory disturbance ves NOT] 
20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part J or Part 11 of Item 18.) 


PRIMARY [} or CONTRIBUTING [] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
factory, street, office bidg., etc.) 
Not While oO 


= 


jecessary, 


@ 
5 
s 
= 
2 
es 
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Shirl 
zs 
2 
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ae 
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ee 
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h the State Department 
in 72 hours after deaj 
N 


form PM3, Page 5 may be 


es 1, 2, 


‘ 


in Item 18. Give Pa 
Office along with 


as a burial-transit permit. File pages 1 
|, cremation, or removal, and in any eve 


Chief Medical Examiner's 


Js 


MEOICAL CERTIFICATION 


writing the word “pending” in pen 


R: This certificate shoul 


lease execute the certificate, 
Page 3 should be used 


EXAMINE! 


& described above, held an “ae Inspection |], Inquiry [_], and In my opinion 


irWAccident [_], Suicide [_], Homicide [_], Undetermined manner [_] 
Las _ CHIEF MEDICAL EXAMINER [_] 
{7 fj 22, eos 
EXAMINER'S , 
NAME (Type) DR. tarcacd pe S, 


23a. BURIAL, CREMATION, 23b. OATE THEREOF . NAME OF CEMETERY OR {teh 23d. fe ON (City, town or county) 


BeMovat SPF) | GG é4: ay Pee or a 7 
iT 


5 H sca 75a, RECO BY REGISTRAR | 25D. RECISTRAR'S SIGNATURE 
VR AISME Bi } LAU r 
3500 4-64 2 : & oartWAR 8 196! — 2 


ge 4 should be forwarded to the 


retained for your files. 
JO FUNERAL DIRECTOR: 


of Health or its designated agent, prior to burial 


TO DEPUTY ME: 


Pp 
director. Pa: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02376 CERTIFICATE OF DEATH 03357 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
a. COUNTY 1 a Ta b. COUNTY 
arroll MARYLAND ryland Baltimore Cit; 


b. CITY OR TOWN (if outside corporate limits, ¢, LENGTH OF STAY IN ib || c. CITY OR TOWN AG ‘outside corporate limits, write RURAL and Blve nearest town) 
write RURAL and give nearest town) 


Sykesville lyrs.8mos.9dyg. _ Baltimore Zool -s 
d. NAME OF HOSPITAL ff ‘. IS RESIDENCE 
i ; OR INSTITUTION (If not In hospital, give street address) |) d. STREET ADDRESS CP, @ _ hi Nwurebd Ave. GNA EARM? 
Springfield State Hospital ° ves} _no i) 
. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED OF 
(ype or print) FREDSRICK THEODORE BONE. eee March 19 
5. SEX 6. COLOR OR RACE |7. warRieD [~] NEVER MARRIED[—]| 8 DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR|IF UNDER 24 HRS. 
last birthday) | Months | Days | Hours | Min. 
Male White WipoweD [] Sep pivorced{] | 2-29-08 o7 yrs. 
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
feur Maryland UeS she 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Harry ©. Bone Matilda Fick 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


ore or unkown) | (Ifyes give war or dates of service) 
216-10-0709 |Records, Springfield State Hospital _ 
18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: SNS E Ene 


"IMMEDIATE CAUSE (a) Venous stasis and pulmonary threnbosis ______| Hours ___ 
4 f % = x DUE TO 


Conditions, If any, which o)_Hypertensive cardiovascular disease Years 
gave rise to Immediate 


cause (a), stating the DUE TO 
underlying cause last. (c). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) | 19. aS Ae 


Chronic _ brain eigen ASSOC» with Letts => gross force, with ves} NOT 
reho ; 2 


ig Pp 


transit permit. Then 
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WAS UNDERL' [ atufe of Injury in Part | or Part I! of Item 18.) 
oe CONTRIBUTING CAUSE OF DEATH 
GF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. while Not While factory, street, office bidg., etc.) 


p.m. 19 at work at work 


21. | certify that (I) (this hospital) attended the deceased from , 19___, that (1) (we) last 


saw the deceased alive on 35065 48. and that death occurred POI ém the causes and on the date stated above. 
22b. DATE SIGNED 


22a. SIGNATURE, a L | 
Ltt? / CE Be wo. Be Ne binecror [] Pav &)| 3-9-65 


22c. PHYSICIAN'S 22d, ADDRESS S| field 5 H 
NAME (yP®) §=Qetavio A. Ruiz, MOD. | prite parities, sag 


23a. 23b. DATE THEREOF < NAME OF pedal ORC! Hig 23d. LOCATION (city, town or county) (State) 
3-\3-bS Semvsantz's 7 ATS. , N\p- 


NY RUN "ADDRESS an ne REC'D BY REGISTRAR| 25D. REGISTRAR’S SIGNATURE 
vr Aas (4) NV 3 ~ SQ] ne mag LL 1965 Chiayltg 
15M 4-64 SS) : = 9334 DATE 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN 


should be filed with the State Dept. of Health prior to burial, cremation, or remova 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attend! 


director, page 3 should be detached for use as the burial- 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03277 CERTIFICATE OF DEATH —_§8358_ 


, 
ot 


REMOVAL (Specify) 
Burial 
24. FUNERAL DIRECTOR 


= FE 
3 2E8 1 a a al 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before peed 
peak b a. STATE b. COUNTY : 3 
5B 275 MARYLAND. aryland Baltimore City 
7S ge b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest toWn) 
a BE g write RURAL and give nearest town) 8 3 
2 £, aikesville NB mos. lildays Baltimore ool 
2 s%5 @- NAME OF HOSPITAL OR INSTITUTION GF not in-hospital, give street address) || d. STREET ADDRESS t @. 1S RESIDENCE 
st 2an ON A FARM? 
Ss Sees i i 1009 Linden Avenue ves{_]_no [dl 
Ss 3e= 3. Pas First Middle Last 4. Brrr Month Day Year 
2 Sa2 
Es (Type or print) CHARLES THOMAS BRATTON peatH —_ MARCH 17_1965 
5 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years |IFUNDER 1 YEAR||FUNDER 24HRS, 

4 8 g : 7, MARRIED [KP NEVER MARRIED [_] tast birthday) Mens | avs | Days | Hours | Min. 
gs |, Male White WIDOWED [7] DivorceD {—] 1-1 5-88 76 yrs. 
ki? S@p 10a. USUAL OCCUPATION (eive Kind of work done | i0b. KIND OF BUSINESS OR ‘11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
Bs 7 during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 
2 3 Plumber ‘ - (unknown) Usseh. 
g Ss 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Se wos 
= ses Charles Bratton Sarah (?) 
Sip ena 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
s £e t=} (Yes, no, oF unkown) | (Ifyes give war or dates of service) 
S oss Yes We. We I 221-09-109_| Records, Springfield State Hosnital 
es = =8 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) 1 ate 
£ pa 5 : 2 : : 
=e5es PART |. DEATH Mas CAUSED. EY: Arteriosclerotic cardiovascular disease + Years 
ze zs5 Yad 
£2 223 ; 

2 ass DUE TO ‘ i ’ 
geo55 ie biceaG i, alle Generalized arteriosclerosis. |__years 
3 e gave rise to Immediate 
se S322 cause (a), stating the ( DUE TO 

S ae underlying cause last. 
2548 g cause last. (©) ~ 
cE = = - & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(2) 19. WAS AUTOPSY 
ee ae he 
esses Ol2 i arteriosclerosis without qualifying phrases ves [] no (&] 
2252 = | 202. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of item 18.) 
Saetscs & | OR CONTRIBUTING (> CAUSE OF DI 
83 822 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Fe2s8 = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
as Tee a Hour a.m. While Not While factory, street, office bidg., etc.) 
£2 £38 = p.m, 19 at work[_] at work 
S3 Tze 21. | certify that 4)Xthis hospital) attended the deceased from 19 to_ March 17, 1965., that (we) last 
Z2u3s 4 22 
EfSss saw the deceased alive on March 1 19 and that death occurred o ftom the causes and pn the date stated above. 

@: [ene 22a, SIGNATURE 7 22, DATE SIGNED 

2£ = ATTENDING MED. STAFF 
S25 ae & .@- Lt AT AéSX mp. PHYS. pirector (_] Pus. C}\ 3-28-65 
= zz as ree. &. GL 22d. ADDRESS 
= per) ype) 4 Mi 
5= Bes | « G. Lajonchere, M.D. Sykesville, Maryland 
Zor ls 23a. BURIAL, CREMATION, 23b, DATE THEREOF 
eee 


23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


a 
jb. REGISTRAR’S SIGNATURE 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03378 CERTIFICATE OF DEATH 03359 


. PLACE OF DEATH. ~ 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. COUNTY t gpveo f Bei a. STATE "| r font b. COUNTY Cede Uf 


b. CITY OR TOWN (if outside sonporete timits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TDWN (if Outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Whan Chester OY. MentAsl| 4 Lamps tead 
d. NAME OF HOSPITAL OR I STITUTION (if not In hospital, give street address) || d. STREET AODRESS 2 6. ee onde 
Loa View ey -lome Znce. |i KD. ves) _no fx 


3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED 


; DA =, 
(ype or printy Hiv 4m Has Brown peatd  /V) ar€ A 72 265 
6. COLOR OR RACE] 7. MARRIED [] NEVER MARRIED [-] [; DATE OF BIRTH 3. AGE (In years [TFUNDER 1 YEAR)IF UNDER 24S, 


5. SEX 
i last birthday) le 
Male W Lite wioowen [E- oworcen -] Dec C 1 7 Ce aoe peal Days | Hours Min. 


OSE UL I kind of workdone| 10b. Moe OR | 11. BI RTAPLACE (County & State, or foreign country) | 12. cs 


durjng most of working life, even if retired) OUNTRY?. ma 
i r : retire : 

Be cores Cansul fenl- \Engineexing Aancaster England PIES HED 

13. FATHER’S NAME a 


i / Td, MOTHER'S MAIDEN Nasay 
anel Brown | Sone Lee hsoks FD 


ne WAS Bue rms IN BRT FORCES? ‘ 16. SOCIALSECURITY NO. | 17. INFORMANT =" Address 
es, NO, OF uNkown, yes give war or dates of service: . ‘? Z ’ * 
We | Wo 3- 9334 fyvam Brows (InsHifebona records) 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), INTERVAL BETWEEN 


and (¢). r 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a). 
OnStar 


fter death. 
y the funeral 


papers. Pages 1 and 2 


filled in b 


c 
“a 
Ss 
3 

= 

boa 

n 

= 

= 
Es 

73 
@ 

2 
7 
ts] 
S 
4 
3s 
@ 

2 

2 
% 
3 

3 

= 
o 
3 

= 

S 
3 
o 

5} 
@ 

£ 

= 
3s 
= 

é 
“ 
3 

= 
a 
=a 
@ 
= 

z 
@ 

= 

I 


QO 


within 72 hours after death. 


abon 


I, and in 


attending physician and completely 


mit. Then please repAve 


-transit per 


filed with the State Dept. of Health prior to burial, cremation, or removal 


; =- 
if DUE TO 
Conditions, If any, which 


gave rise to Immediate ® aie x4 

cause (a), stating the DUE TO 

underlying cause last, (c) 

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)  {19. Parone 
c Con qler- Yar ake, [eres ves [] NO Ft 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
DR CONTRIBUTING (1) CAUSE DF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED ) 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) County) State) 
Hour a.m. as Nek ae factory, street, officebldg., etc.) 


p.m. 19 at work 0D at work _[_] 


21. | certify that (I) (this hospital) attended the deceased from 
saw the deceased alive 19{5-5_, and that death occurred at. {4 M, from the causes and on the date stated above, 
22a. SIGNATURE e: Tete 
W wh vo, ARE" 9 Miron ORE OL 30 0/65 
22c. PHYSICIAN’: 22d. ,AOORESS 
NAME (Type) W, H Ea Ard AO | MAA WL ester Ma : 


Ze, BURIAL, CREMATION, | 23p. DATE THEREO Zac. AME OF CENETERY OR-OREMATORY Daj. LOCATION, (City, ¢ A, State 
% BaNOvAL (Seely) | 3- /3- ¢s-| koreccel Ie Ue | Te 1p A. “as Wied 


c 24, FUNERAL DIRECTOR 


or c ADDRESS Sa. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 

va a5.) | O/ = Sliu,* in 

ENS apelin. bare MAR 16 fehonibey Nese 
Gf 


oO 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the 
director, page 3 should be detached for use as the burial 


should be 


eed 
=s 
52 
pas} 
ES 
a: | 


1, 2, and 3 to the funeral 


‘orm PM3, Page 5 may be 
in 72 hours after death. 


with the State Department 


after death. If any BP... 


|, and in any 


in pencil in Item 18. 
Examiner's Office alon: 


f 


endin, 
Page 3 should be used as a burial-transit permit. File pages 1 


f Medica 
cremation, or removal, 


ig the word “‘p 


IN 


lease execute the certificate, writ 


2 
= 
8 
2 
—~ 
N 
= 
= 
= 
5 
2 
2 
“| 
4 
Ea 
5 
= 
2 
= 
= 
a 
£ 
5 
oe 
B 
es 
= 
tt 
5 
S 
2 
" 
= 


4 should be forwarded to the Chie’ 


retained for your files. 


TO FUNERAL DIRECTOR: 
of Health or its designated agent, prior to burial, 


director. Page 


pl 


TO DEPUTY , 


YR AISME 
3500 4-64 


ia 
pf 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03379 MEDICAL EXAMINER'S CERTIFICATE OF DEATH _() 3360) 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


a. COUNTY PR LL pe a. “WERYLE WO b. COUNTY CHL Rte Z 


fown) 


Die figee. | VEARS WW" BREE Rvrae 


d, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) || d. STREET ADDRESS. 8. SS aCe 


db. pats bes TOWN (if outside rest fown limits, c. LENGTH OF STAY iN 1b c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 


FEESERS BUG GC FEESERSBU RE ves] nope 


|. NAME OF First Middle Last | 4, DATE Month Day Year 


(1yp6 OF Print CHARL OWE Lbkt, tan YPC (SW CS 


B J, 7) 
5, SEX | B. COLOR OR RACE [7, MARRIED [7] NEVER MARRIED [> ¢ DATE OF rey 8.” AE (io yoas|IFUNDEE YEAR| UNDER 24785, 
‘ is jonths ays: jours le 
F WwW wioweD [] pivorcen [-] |O0 7 LZ q- LIAS ek: | | 


10a. USUAL OCCUPATION (Give kind of work done| 20b, KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY 3 COUNTRY? 
TG. 


LEP AESS LM, 14. MO Mh WL 


OND BUFFING TON LURGARE ZYLER 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. INFD! Address 
(Yes, no, or unkown) | ( ifyes give war or dates of service ; 


ee Se SIC PT EWE MOARI UN COL 


18. CAUSE OF DEATH [Enter only one cause line for (a), (b), and (c).] 
PART |. DEATH WAS CAUSED BY: 

IMMEDIATE CAUSE (a). 

ré DUE TO 

Conditions, If any, which (o) 
gave rise to Immediate 

cause (a), stating the DUE TO 

undertying cause last, (c) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED 10 THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) | 19. Wissa Dey 


ves] no Ba 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
sietaenenec 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20¢. PLACE OF INJURY (Home, farm,] 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bldg., atc.) 
m., 19 at work] at work 


21. | certify that 1 took charge of the remains described above, held an Autopsy spection [S¢, Inquiry [_], and in my opinion 
ident [[], Suicide [_], Homiclde [_], Undetermined manner [_] 
CHIEF MEDICAL EXAMINER [_] 


ae MLZ, , ASSISTANT MEDICAL EXAMINER [~] 2 Ey ate 


DEPUTY MEDICAL EXAMINER 


ramet ADR W/ EICGHEL _ | hidsleslassen 


MEDICAL CERTIFICATION 


23a. BURIAL, CREMATION,| 23b. DATE THERE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 


BRE WAR IEAUSPIRE OREER a CGR fob be Lo 


ECTOR ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
Ld ” dgpta) Gmen Lnrielge el 
AT ¢ Her 
: Watjlr x he < FeoMpR 17 1965 f0% 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


23. DATE THEREOF Zac. NAME OF CEMETERY OR 


Pas CERTIFICATE OF DEATH 3361 
pee 
> se 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before sain) 
ere a coma a SATE b, COUNTY, 
5 27S arroll MARYLAND ryland Montgomery 
= eas se b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
= ae 
eo BEL write RURAL and. give nearest town) 
3 £.8 Sykesville hk yr. 5mo. 19\\dys.Gaithersburg S é 
2 sfh @. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS @. 1S RESIDENCE 
is Bas SM ch Wai Setbiisl Brooke Knoll Koad cuneate, 
Ss / pringfie ate Hospita 33)-HutteonStrect ves] no 
= 2.5 = 
= 8 s= 3. NAME OF First Middle Last 4, DATE Month Day Year 
= tea DECEASED bi OF 
= es¢ (ype or print) faniefing Mae Dickson Catlin peatH =March 11 165 
5. % . IF UN: 
Sipe gs SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [_] 5 DBTE OE BIRT) 51870 9. AGE ii yess pores ae TOE 
ee Female White WIDOWED BX] DIVORCED [—] of yrs. | | 
= T0a, USUAL OCCUPATION (Glvekindofworkdone| 10b. KIND OF BUSINESS OR ~ BIRTHPLACE (County & State, or foreion country) | 12. CITIZEN OF WHAT 
pe during most of working life, even If retired) INDUSTRY Phifadelpnea, COUNTRY? 
2 Zee Housewife wn _Kome nd i U.S.A 
ny eoS 13-5 FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= Jes Thomas. 
& £28 Dickson Unknown Cecelia (Unknown) _ 
ete 5, WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIALSECURIJYNO. |47. INFORMANT & dress 
= £¢ Ss (Yes, no, or unkown) | (Ifyes give war or dates of service) AF eee ER ad 3 Key. erald K.Catlin 3814 verett SAreét 
S Sse No lone Usaknow Reeerds; _Spri j ee 
% Sse 78. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] i, INTERVAL BETWEEN 
es ab PART |, DEATH WAS CAUSED BY: : : . wee 
2885 ; IMMEDIATE cause (a Heart failure due to rheumatic heart disease & Se Se 
#5 328 WX ®“aortic valve stenosi 
3S a4 
£3 = rt ihe pune Ge ic va ve stenosis 
S255 Conditions, If any, whlch arcinoma of the stomach Months 
as ate gave rise to Immediate o) t 
s£ 237 cause (a), stating the ( OVE TO 
252 ge e underlying cause last. (0). i i Weeks 
sein: & | PARTI. OTHER SIGNIFICANT CONDITIQNS CONTRIBUTING TO DEATH BYT NO] REPATED TO THE TERMINAL DISEASECONDITION GIVEN IN PART (a) 19. WAS AUTOPSY 
rh 282 - 5g ‘Shronte ‘rain. syn Tome associate d'with senile brain disease , Gj 
F28538 / [el with sycho tic reaction, YES no [] 
2S SHS ~~ |E | Boe, ACCIDENT WAS UNDERLYING 20D. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
Sa tvs & | OR CONTRIBUTING [) CAUSE OF DEATH 
eg seu © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
a= 4,92 
Feta 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
So aD 
as Loe = Hour a.m. while Not While factory, street, office bidg., etc.) 
ga £228 3 m1. 19 at work [_] at work 
Ey ae 2 21. | certify that (1) (this hospital) attended the deceased from 1 to I—Ll= 19___, that (I) (we) last 
Ese2s saw the deceased alive on__3=11=65 19 ___, and that death occurred at_— , trom the causes and on the date stated above. 
ESES 
alovtt ATURE , 22. DATE SIGNED 
pond ‘ ATTENDING MED, STAFF 
S265 23 TF, -_M.D. PHYS, {1} _pirector 1] PHys. 3-11-65 
= = Fe “2 ¥ 22d. “ADDRESS Springfield State Hospital 
Boece / uf i 
Byres 
5 


REMOVAL (Specify) 


a. menor ne ATOR ins LOCATION (City, town or county) (State) 


2 


én eo eae 25b. REG! flasutand 
vate MAR ater 1 SE he = 


YR AIS wr 
15M 4-64 


N 


E< 


ny event, within 72 hours after dea 


emove carbon papers. Pages 1 and 


transit permit. Then pl 


of Health prior to burial, cremation, or removal, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within ‘ hours after death, 
should be filed with the State Dept. 


VR Al5 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH Bele 
w ae fail 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Capeoly a. STATE b. COUNTY wa 


write RURAL and give nearest town, 


MARYLAND Maryland Montgomery ——__ 
b. CITY OR TOWN (If outside co Earn) limits, | LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give neaFest town) 


Sykesville rs.10mos.26dys. Kensington - 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET AOORESS 6. TS RESIOENCE 
Springfield State Hospital 3017 Edgewood Road ves(] nok) 
3. NAME OF First Middle Last 4. DATE Month Day ‘Year 
DECEASED OF 
(Type oF print) ELLA (NMN) CHESNAV ICH DEATH March 9 1965 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED []| & DATE OF BIRTH ._-AGE (ih years [IEUNDER 1 VEAR|IF UNDER 24 ARS, 
: + ¥) {Months | Days } Hours | Min. 
Female White wipoweD [7] oworceD fX] | 10-13-1880 Bh vrs. lies | 
ida, USUAL OCCUPATION (lve Kind of work done] 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 
Housewife and housewor piss ME Lithuania USeibie 
13. FATHER’S NAME 14. MOTHER'S MATOEN NAME 
Joseph Pudin Anna (maiden name unk.) 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
(¥es, no, or unkown) | (If yes pive war or dates of service) 
No Unk. i ‘ 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).J "ONSET AND DEATH. 
PART I. DEATH WAS CAUSED BY: D; 
IMMEDIATE CAUSE (@ {2 RON CHO PNEU Mons A And Congestive wennT holt D 


4 4 x DUE TO 
Conditions, f any, which oth yPeR Tews, ye ATER /0 SceenoTie Connie vasce.ag Diserse Year 5. 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. {c) 


& | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1() |19. WAS AUTOPSY 
=|Chronic brain syndrome associated with senile brain disease, with PERE Ogee 
S & ves [7] NO 
i= | 20d, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part Il of Item 18.) 

£ | OR CONTRIBUTING [1] CAUSE OF DI 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c, TIME OF INJURY Month, Day, Year | 20¢. INJURY OCCURRED | 20e. PLACE OF INJURY(Home,farm,| 20f. (City or town) (County) (State) 
a Hour a.m. factory, street, office bidg., etc.) 

oe While Not While 

= p.m. 19 at work at work oO 


21. I certify that (I) (this hospital) attended the deceased from. Bras, )___, that (I) we) last 
saw the deceased alive he kama 19____, and that death occurred at="~?My from [7 causes se on nun date stated above. 
e SIGNAL ; C 22b. DATE SIGNEO 

Sean Se 2 er Ot ——aw SSS Batctor C] Pays. }| 3-9-65 

22c. PHYSICIAN'S 2 2 | 22d. ADDRESS Springfield State Hospital 


NAME) Antonius Gla imme) 3 


23a. eA CREMATION,| 23b, DATE THEREOF a) on OF CEMETERY OR CREMATORY 23d. LOCATION City, town or county) (State) 
au (Specify) F- J3- 64S Lit 


24. bey D DIRECTOR | EZ , / b Nid Yi 


25b. REMISPRAR’S SIGNATUR 


Whmwlag udtges 


-~ 


in = hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


VR AIS5 (4) 
15M 4-64 


ut 


wake D3382 CERTIFICATE OF DEATH 3363 
S 
223 i. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Sore pei a. STATE b. COUNTY i) 
Bae Carroll MARYLAND Marviand Allegany 
Fos b. CITY OR TOWN (if outside corporate limits, c, LENCTH OF STAY IN 1b || c. GITY OR TOWN (If outside corporate limits, write RURAL aid give nearest town) 
Ss write RURAL and give nearest town) | 
oO 
=e Sykesville yrs.2mos.19divs. Cumberland Oloe- H% 
ies d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. TS RESIDENCE 
=. - 2 
8s /5|_ Springfield State Hospital 32h Davidson St. 2 ves] nofxd 
= Soe 3. NAME OF First Middle Last 4 DATE Month Day ‘Year 
fa EE ee: 7 {ype or print) ROBERT STANTON CLITES DEATH March 7 19 65 
Bs Gags) 15. Sex 5. COLOR OR RACE] 7, MARRIED [~] NEVER MARRIED[} | & DATE OF BIRTH 9.” AGE (in, years | |FUNDERI YEAR|IF UNDER 24 ARS. 
2 y oe 4 2 ope: last birthday) (Months | Days | Hours | Min. 
S EGE. Male White wipoweD fx) pivorcep{]|_ 12-12-4892 ral | 
ee ees 10a. USUAL OCCUPATION (Cive Kind of work done] 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) ) 12. CITIZEN OF WHAT 
ma 2 Bo during most of working I fed even If retired) INDUSTRY zZ COUNTRY? 
* 2S 5 Mechanic ca B&O Railroa Pennsylvania U.S.A, 
=m E£°5 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
— mo 
bay eo 7" bt 
5 BEE Clarence Clites Hannah Welsh 
Ss 2.5 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFDRMANT Address 
s £E Ss (Yes, no, or unkown) | (ifyes give war or dates of service) . 
8 B52 Unk. 705-12-)62, | Records, Springfield State Hospital 
5 os Se 18. CAUSE DF DEATH [Enter only one cause per ling for (a), (b), and (c).] INTERVAL BETWEEN 
£225 PART |. DEATH WAS CAUSED BY: ‘ A enee REN 
sees £200 IMMEDIATE CAUSE (a)___Bilateral bronchopneumonia Days 
53 bas it DUE TO 
$2555 Conditions, if any, which r 2 ; 5 Years 
85°33 0) 
3 20 Sis gave rise to Immediate siRee 
Ss os” cause (a), stating the 
re aa underlying cause last. () 
52 oc Fs ronve brain sen ONS CONTRIBUTING TODEATH (EO. rear arnervous svscen sya is, 19. WAS AUTOPSY 
2. 23e = onic brain syn me assoc. With cen nervous sys 
E533 ols } “ ves] NO EE] 
sR ES = | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Pert | or Part IT of em 18) 
sats & | OR CONTRIBUTING [] CAUSE OF D 
Bg S82. © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
nt ol 
£ o eos a 4 20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Fore o 
gel sae 3 Hour a.m. While — Not While factory, street, office bidg., etc.) 
2a £35 = p.m. at work at work 
53 a 2 21. | certify that (I) (this ies attended the deceased from__12=19=39 _, , baTy, 8 19___., that (1) (we) last 
= s 32a 5 
EfSess saw the me alive on os and that death cari a the causes and on the date stated above. 
= = to 22a. SIGNATURE, nea fe ae 22b. DATE SIGNED 
| 2 “Wh PALE Za Cid EZ, M.D, PHYs, ]_birEctor [] _Puvs. 3-8-65 
zea 4 226. PHYSICIAN'S 22d. ADDRESS ; ; 
REZ oe i Springfield State Hospital 
S< ese | NAME (PE) Octavio A. Ruiz, M.D. he 
ozs 
Seoes 23a, BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (tate) 
ot oB5 REMOVAL (Specify) 
ae Burial 3/10/65 Union Grove Cemetery Cumberland Rt3 Maryland 


24. juried DIRECTOR 


Ruth BE. Silcox Cumberland a a 


25a, REC'D "10 1965 | py SIGNATURE 
vaeMAR 10 196 7 Waa 


_— 


Id 
y 


hin 24 hours after 


®» 


id completely rilied in by the funeral 


sory 
NE 
23 

ao 

re 

aes 

“3 

ge 

= NN 

3 an 

s 

S$ Scz 

85 

3 Bree 
© a < 
s §e 
= go8 

- g > 

3 BSE 

ao. 

= 235 
8 £38 

a] eat 

2 = 

eee 

6 © Q 

£825 

iy oy 

8325s 

Bepael 

S555 

a4 ow 

=§ 

5 


SR ATTENDING PHYSICIAN: The law r 
be retained by the hospital or attendin: 


director, page 3 should be detached for use as the burial 
be filed with the State Dept. of Health prior to burial 


TO FUNERAL DIRECTOR: After this certificate has been 


TO HOSPIT. 
death. Pag 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 3, MARYLAND 


03383 CERTIFICATE OF DEATH 03364 
eal DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
oy a, STA’ b. COUNTY j 
eRolkl MARYLAND || fewwa PASE. 
b. ai Ee Rel (if outside corporate limits, c a (OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest jown) 
write RURAL end give nearest own) an! 
Manes este mara ylang Haweved AS oP Te 
|. NAME OF HOSPITAL OR INSTITUTION 4 not in fA ive a ae eth d, STREET ADDRESS wee e. ERS 
y . — 
FA lone ie pegs nel ee Sia Tee aa! war Ave ves] No} 
3. NAME OF Middle i. lest ~ | 4, DATE ‘Month Dey 
DECEASED “ 3 OF a 
vet erect Mie. deat e, a PENT, Sat we SB Oumger 
5, SEX 6. COLOR OR RACE|7, jaRRiED [_] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday) ae] Days | Hours | Min. 
KA wW wows [-_pivorceo [| MAYI7 | EF ¥: SO u 


Wa, USUAL OCCUPATION (Give kind of work 1Db. KIND OF BUSINESS OR INDUSTRY | 11. ise 35 (County & State, or forsign eountry] 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Abiwet Maver Furnmure Bus. | Carnoll Co. _ Us fA . 


13, FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 


SA cee A. Crawford Martha Hwiemon 
Dies 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Yes, no, or unkown] | {Ifyesgivewaror dates ofservic 


Now. VS8-0 3- 7, BIG) Muy Gey ‘ (ao) 9LG WW boll Jt 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b], and (c).] aa : 7 Pearls 
PART |. DEATH WAS CAUSED BY; - Pe ae 
IMMEDIATE CAUSE (¢) 24 pf oa _|SOM tA _ 
4 ae s 
nhl xX DUE TO ey ed Verh, = 
Conditions, if eny, which (b) 
gave rise to immediate cause = : re. ’ 
(a), stating the underlying ~° OVE TO gels xl Oe. wee pf, j 
cause last, 
gues Dg ee 
NDITION 19. WAS AUTOPSY 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) Wee 
=== PERFOR, 
yes [} NO ra 


2De. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part | or Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INJURY (Home, ferm, + 20f. (City or town) (County) (Stete) 


2Dd. INJURY OCCURRED 
factory, stree!, office bldg., ete.) | 


While __ Not While 
et work [_] et work 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


19 
(this hos; cn a the deceased from... » 19% : 2, that 
1%25.., and that death occured atl.(2.. .M, from the causes and on the date 


MEDICAL CERTIFICATION 


lf (we) last 
ted above, 
TE 


22e, SIGNATURE 7 ene ae 2b. ja 
IN ty mp. | PHYS. a dikector oO mats. ual 


ie MANS zw Hoard uO "AA we Mes ive ss Ms ee 


ERY OR CREI ener Tey town’ in, Die 


25a, REC'D BY REGISTRAR | 25b, eee Ss AG 


oatAPR 2 > oa fnage 


2\. | certify that 
saw the deceased alive on. 3./. 


% 


2) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03284. CERTIFICATE OF DEATH 03365 


fter deat 


carbon papers. Pages 1 an 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. CDUNTY a. souA b. COUNTY 
RKOKA COUNT, MARYLAND Aca ren ae AR RALL 
b. CITY OR TOWN (if outside corporate limits, ‘c. LENGTH DF STAY IN 1b || c. CITY OR TOWNIf outside corporate limits, write RURAL and give nearest town) 
JES? RURAL and aiveines nearest: CAT D, 
AL ST Meu SZ Ae VS - VLE STAI ST AE Rt 
d. NAME OF ‘inti ITA OR INSTITU’ AE (if not in hospital, give street address) q. STREET nome 6. IS AP itt 
X 242 £4G ARTY STH EET loo 1B EP TN STREET |e $C] noel 
3. ee First Middle Last 4. DATE Month Day Year 


dompletely filled in by the funer; 


5. SEX 


event, within 72 hours 2 


(Type or print) Fl OBL RT 4LFE 13 BA CF DEATH LYAL? CA 2 g 96S 
6. COLOR DR,RACE | 7. MARRIED [-] NEVER MARRIED [_] Vy DATE OF BIRTH 9. AGE fin years [1FUNDER oor | 24 HRS. 


rad last birthday) nots Days Hone | Min, 


during most of working life, even If retired) 


1] WIDOWED A pivorcen (] |4 UGe YY, V4 FE yrs. 
10a. USUAL OCCUPATIDN (Give kind of work done | 10b. Pe eS OR 11. BIRTH PLACE (County & State, or foreign country) 


12. CITIZEN OF WHAT 
COUNTRY? 


ransit permit. Then pleasd 
cremation, or removal, and i 


The law requires that the death certificate be executed within 24 hours after death. 


MEDICAL CERTIFICATION 


d with the State Dept. of Health prior to burial, 


| Ww 6? LOape le, [th.. \bOUDEN Co. fA. USA, 
13.” FATHER'S NAME 14. MDTHER’S MAIDEN NAME 
THOMAS £1. CUBBAGE | fase oe 
Beg a RES TU al go WI BERT ST 
. ee Ye Moe URS CARLAWD CUBBAG-E iy eres 
18. CAUSE DF DEATH [Enter only one cause per linesfor (a), (b), and (c).1 INTERVAL BETWEEN 


ONSET AND DEATH 
Tas 
| / 
= a 
[a> yA A ‘ 


cause (a), stating the { DUE TO 
underlying cause last. (c) d g 
PART 11. OTHER SIGNIFICANT CONDITION: BUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
> PERF 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


‘ DUE To 
Cenditions, any, which () 
gave rise to Immediate 


a 


fy 


‘ORMED: 


yes[] No 
2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY. RRED. (Enter nature of Injury In Part 1 or Part II of Item 18.) 
DR CONTRIBUTING (} CAUSE DF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME DF INJURY Month, Day, Year | 20d. INJURY DCCURRED PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. factory, street, ig., etc.) 


While Not While 
p.m. 19 at work at work 


21. 1 certify that (I) (this hos; ital) attended the decease: 


that (I) (we) last 
and that death occurred nM, from the causes and pn the date stated above. 


22b. DATE Mo Le 
oA" Bites BE 2 = PhS 
y/ 22d. ADDRESS 
Pcl ee STRAT PWN, _ 


22¢. PHYSICIAN'S 7 
NAME (Type) / 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 
director, page 3 should be detached for use as the burial-t 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


should be file 


ME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


wi CS re. WY 


ADDRESS \. "D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
"hie llr 4D oate MAR 3.1 1945 feorltg Nesctgs — 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Rey rie 


iw 
—_ 03383 . CERTIFICATE OF DEATH 66 
e 
= 8 1. PLACE OP DEATH ‘si mn 2. USUAL RESIDENCE (Where decoasad lived, If insiitulion: Residence bafora admission) 
n 25 @. COUNTY a SEA, b. COUNTY 
5 eng Carroll | ‘ MARYLAND aryland _ Carroll 
=) [Ee b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN tb ¢. CITY OR TOWN [if outside corporaia limits, writs RURAL and give naerast town) 
~ Bat write RURAL and give nearest town} ae . 
soe Westminster RD 7 50 yrs \ Westminster RD 7 
£2 yas 4. NAME OF HOSPITAL OR INSTITUTION {if not in hospilal, give street address) ||, d. STREET ADDRESS aa Is Laas 
4 . ON A FAI 
, 3 x | Hughes Shop Road || Hughes Shop Road ves (] NoX] 
2 i Z ak = ial —— = Sea a es 
: 3 5 ig Lady atl Fo First Middle Last 4, DATE Month Dey Year 
29 r ‘ ¥ oF : . 
3 E (Type or print) Geo RGE hh Ihe DEviL BSS DEATH MARCH i3y 965. 
Pe ie: xk. 6. COLOR OR RACE)7, married IP] NEV ] B. DATE OF BIRTH 9. AGE (h IF UNDER 1 YEAR ? UNDER 24 HRS, 
; ER MARRIED [_] G 3 sree | SUNIL TEry | AIS UNDER. <4 He 
aoe : E / 5 aon Monthe| Hi Mi 
° = < WAL WHITE wipowed [] _vivorcep [] VOWwe 7, Ly 72. lon | jeys | Hours | in 
$ #2: We. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 1). BIRTHPLACE a & Stole, or foreign a 12, CITIZEN OF WHAT COUNTRY? 
= 2o8 dona during most of working lifa, evan if retired) j ma 
§ £82 retired meat cutter Meat Packers | Carroll Co. » Maryland U.S.A. 
= i 13. FATHER’S NAME | 14, MOTHER'S MAIDEN NAME 
8 S22 Harry L. Devilbiss | Maude Babylon 
° s oe ¥5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT _ Address eke 
= 323 (Yes, no, or unkown) | (Ifyesgivawarordatesofservice) - . Ae a 
a2 S. a Pian get Mrs. George W. Devilbiss same 
e 5 > § | 18. CAUSE OF DEATH [Entar only one cause per lina for (2), (b), and (c).)_ - algae eR 
cs PART |, DEATH WAS CAUSED BY: he D 
SSR : UAMEDIATE CAUSE io PTE Coes MAA a i Oceius (onl EAMG otmedinc lH qeTh ly Se UAL. 
$535 3 / DUE TO 
oe ss . a Co mo ns y 
ges é Conditions, it any, which (b) ATHE A+ SCOCL Losi. | ee 
ee seh geva rise to immadiata couse 
eran (a), staling the undarlying ( DUETO 
x! so ae cause lest, (c) 
aes ee Fa PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE E CONDITION GIVEN IN PART He) 9. Bey cs 
= 2 £ a 
Seess  ols|__ a oe attire ate S __|s Oe 
2$r5 & [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Il of item 3B.) 
& ovd & | OR CONTRIBUTING [1] CAUSE OF DEATH 
ase = © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
OF 38 % [oc TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, Pat 208. (City or town) (County) ~ (Stata) 
By < 25 Fa] Hour a.m. While __ Not While factory, streat, office bldg., atc.) 
gs ae = nn 9 at work et work | I 
2 a 
fi S088 . I certify thai (I) (this ey wy) ts degeased from. < ay 29 to. AVAL. 102., 1%22., that (1) (we) last 
e2u33 saw the deceased alive on.. FAB 9.25, and that deaih occurred wi ZAM, from the causes and on the date slated above. 
Bea i aa a ¥ TIENDING _- 1 MED. STAFF 2b IGNED 
/ pas 
@:: “bannr, f P an A M.D. [A pmector [J Pays. (] 3/i3ks 
= 2c. PHYSICIAN'S. ifely ates 7 ADDRESS ieee a, 
Be 3 gS 226. NAME (Type) i 44 14! ye 
g-be5 | aged. || f i RIPCE £0: WESHIW STEER (1D, 
28 E ge 23e, BURIAL, CREMATION, | 23b. DATE THEREOF | ~ NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Stata) 
re REMOVAL (Specify) 
gtoss Dur Pet 3/15/65 Meadow Branch Cemeter Westminster RD 7, Maryland _ 


VR AIS (4) 
1SM 7-62) 


. REC'D BY REGISTRAR | 25b. nfs, 
a MAR 16 1965 re 


‘| 24 e se SIGNATURE ; ADDRESS ~ 
Yil2 hz Lil fatale, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03326 CERTIFICATE OF DEATH 03367 _ 


=o 
228 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Pee a, COUNTY a. STATE b. COUNTY 5 
ets Carroll MARYLAND Marylmd Baltimore 
ad 3 Ss b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1D || c. CITY OR TOWN (if outside corporate ilmits, write RURAL and give nearest town) 
Bee rast 2, and_give n bea town) - 
= s estmins 1 dey Reisterstown 2 aks 
z a5 d. NAME OF HOSPITAL OR inst (i not In hospital, give street address) || d, STREET ADDRESS 6. TS RESIDENCE 
Ep Carroll County Gen. Hospital 26 Stocksdale Ave. ves) _no [3 
3. Res First Middle Last 4, Hae Month Day Year 
(ype or print) Ethel Marie Ditman DEATH 5 Rds iGo 
5. SEX 6. COLOR OR RACE | 7, MARRIED |) NEVER MARRIED %. DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR|IF UNDER 24HRS. 
R ts Whit QO Oo st Birthday) | Months | Days | Hours | Min, 
emal e ite WIDOWED [2 pivorced[]| Mar.27, 1890 | 7 yrs. 


0a. USUAL OCCUPATION (Give Kind of workdone| i0b. KIND OF BUSINESS OR Ii. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 
Housewife -<-- Hemilton, Ohio Witas As 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Archie Hazelett Vetischer Foley 


15. WAS DECEASED EVER INU.S. ARMED FORCES? 


16, SOCIALSECURITYNO. | 17. INFORMANT Addi 
Cre unkown) —ose ri) StocksdaleAv 


215-)|8-5279 Mr.Robert B. Ditmen, 


18, CAUSE OF DEATH [Enter only one cause per {Ine meng Ay / and (,1 / pd ats 
PART I, DEATH WAS CAUSED BY: : 
” IMMEDIATE CAUSE (a) (BD Aomenbas ~ PLA ara 


carte - 
lif2 

ffs x DUE TO 4, Tin S| 
Conditions, If any, which ¥2 DMA alo Lp KAN. fee. a 
gave rise to Immediate iw A xz a 


cause (a), stating the ( DUE TO 
underlying cause last. (©) 


The law requires that the death certificate be executed within 24 hours after death. 


ficate has been signed by the attending physician and complete! 


director, page 3 should be detached for use as the burial-transit permit. Then please remove ca 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any even! 


5 PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART l(a) [19. CER ictal 
= —or 
as No [J 
= = = 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
6 | OR CONTRIBUTING [-] CAUSE OF DEAT! 
© | (IF EITHER, NOTI IEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m. While — Not While tactory, street, office bidg., etc.) 
= 19 at work] at work 


a/ » 196, to 22,1965 | that (1) (we) last 


21.1 certify that, | (this hospital) attended the deceased from. 
saw the deceased alive aes Siok ee 5", and that death occurred at L2EM, from the causes and on the date stated above. 
22b. DATE SIGNED 


fp cocce Guy MIRON 657 Mane EE | 3/a>/es— 
Cer 


SICIAN’S 
NAME (Type) T 4 


22d. ADDRESS 
t Jd. FReeto, Je, Westminster, Merylsand 
23a. meHOWAE per | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Gtathe. 


Me el. 3/25/65 Balto.Nationsel Cem. Baltimore, Maryland 


24, FUNE! EE Leal ADDRESS 25a. REC'D BY REGISTRAR 25d. | EGISTRAR'S S)GNATURE 
Af eb bacbt Owings Mills, N@MAR 26 1965 [overt eg ; 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certi 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, nECTH 


22d. ADDRESS 5 H Fy 
Agustin del Campo,/M. D. | Spc inerigie his ef riod 


23a. BURIAL, MAC pe | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


ctor, page 3 


23d. LOCATION (City, town or county) Gtate) 
Worthington, Ky 
2a. REC'D BY REGISTRAR] 25D. REGISTRAR'S SIGNATURE 


HAR 4 J seve este 


dire 


Pee 3287 CERTIFICATE OF DEATH NBELS 
8 228 Ea 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before = 
2 B a. ST; b. COUNTY 
5 27s MARYLAND ary land ontg ome’ 
2 202 
Ss as b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR sate (If outside corporate limits, write RURAL and give nearest town) 
» BE2 write RURAL end give nearest town) ¥ 4 
5s = 8 Sykesville 3mos «26dys « Silver Spring. ay xX: 3 
@: z Su d. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, give street address) || d. STREET ADDRES: a gy ace 
t+ Lam “ s 
~ [85 /5|__Springfield State Hospital 100 Fenwick Lane ves )_no Gd 
= 2s: 3. pd a First Middle Last 4, DATE Month Day Year 
= Bae (Type or print) JESSIE PEARL DOLL DEATH March 1 19 65 
8 
= 6 of 5. SEX 6. COLOR OR RACE | 7, marRI IED 8. DATE OF BIRTH 9. AGE (In years | FUNDER 1 YEAR|IF UNDER 24 HRS. 
2 836 Ri et NEVER MARRIED [“] 88 ch fast birthday) Months [Days Days | Hours | Min. 
8 3 Female White WIDOWED [XJ pivorcen_] |3—3-1880 j 
4 a yrs. 
be 0a. USUAL OCCUPATION (Give kind ot work done] 10. a OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
3S: Sed during most of working Iife, even If retired) INDUSTRY COUNTRY? 
2 Bes Housewife Kentucky U.S A. 
3 Sep 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
b= oS : 
© see Samuel Garwood Alice Collier 
oT tele 15. WAS DECEASEDEVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
s Ze Ss (Yes, no, or unkown) | (Ifyes pive war or dates of service) 5 3 h 
8 Sse No None Records, Springfield State Hospital 
. “ee 18. CAUSE OF DEATH [Enter only one cause per line for (@), (b), and (c).1 INTERVAL BETWEER 
£2528 PART 1. DEATH WAS CAUSED 5) 
eS cE5 H3 _,. IMMEDIATE CAUSE  @ Septicemia eS 
62 22 — of 
— 
2 fs 8 DUE TO 
8Ho055 Conditions, If any, which Large infected pressure sores Weeks _ 
Ba (). 
Bw = Pye) gave rise to Immediate Wee 
£ ® 
ec 25 cause (a), stating the F 
== ae s underlying cause last. @_Arteriosclerotic heart disease 2. —e 
SEa ee & | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART1(a) 19. WAS AUTOPSY 
252355 & |Chroni brain ndro associate th cerebral arteriosclerosis, with ; 
25-902 0 |S mente, brabn eyadrong. asses tated watt, a ee 
Ss eumonia. | 
= P=hers = ‘20a. ACCIDENT WAS. zunOERLT ING 20b, eeu HOW INJURY ayo er nature of Injury In Part | or Part II of Item 18.) 
SE EES |E| Ge SNENONA ues Skint 
Se sa ° " 
I oa 
Ee 228 = | 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 200, PLACE OF INJURY(Home,farm,| 20. (CIty or town) (County) Gtate) 
ae rsa Ss He factory, street, office bidg., etc.) 
s>Bor ia ep gible Fa Wiles] al ae oO 
22538 = at worl at wor! 
32 2S g 21.1 certify that (I) (this hosplta at ded the deceased from_LL=' 19____, that (I) (we) last 
ES Sie saw the deceased alive on al=05 19. , and that death occurred at-— m the causes and on the date stated above. 
oe: = Bn = fe 20, DATE SIGNED 
Ss&ov ATTENDING MED. 
See ee Lek y yo. Pave NS Bittctor C] Pave. KI! 3-1-65 
2 = 
BEx Ce 
= 3 
at 
2252 
22285 
a 
= 


REMOVAL CSpaeit 3/1/65 Worthington 


Mee tdi soc OF te onl 
ie) 


24. 


VR ALS (4) 
15M 4-64 


Pages 1 and 


= 
urs after dea’ ce 


; witht 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon paj 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 03369 


1. PLACE OF OEATH 2. USUAL RESIDENCE ier deceased lived, If Institution: Residence before admission) 


a, STATE b. COUNTY C 
MARYLAND 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. he OR ae (if ou Lead eile - limits, write RURAL end give nearest town) 


.. Write RURAL and bib nearest town) 
ukesv KO zs Syk es vif}: 
d. NAME OF HOSPIT iL ig INSTITUTION (if not In hospital, give str ae address) ] eS 07 Ny e. IS RESIOENCE 


Lp Bint Street Mr ns a. wt] wil 


3. First Middle Last | 4. DATE Month Oay Year 


finite Ta AV tm YAEL 22. 9b 5 


5. SEX 6. COLOR OR RACE | 7, MaRRIEO (3q] NEVER MARRIEO[_]| 8. DATE OF BIRTH 9. AGE (In years [IF UNOER 1 YEAR |IF UNOER 24 HRS, 


| (White bone] oworceo 7- Q5- 1997 re bey Months | Oays | Hours | Min. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KINO OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreiyn country) | 12. COE OF WHAT 


durin most of working life, even If retired) IOUSTRY R 
Cae pte Meme /y ey) rnd USA 
13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 


David Dryden | Lunn Loonds 


15. WAS OECEASEO EVER INU.S. ARMEOFORCES? | 16. SOCIALSECURITYNO. i INFORMANT Address 


(Yes, no, gr unkown) | (If yes give war or dates of service) 
Ag rd Q/- 03-6202 Iles Ketheeyy Pryd en So kesvr/ Ie vin 
18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 


ONSET ANO OEATH 
PART |. OEATH WAS CAUSEO BY: , 
WHIMEDIATE CAUSE (a) Carcinoma of the lip with metastasis to the 


L409 oueTo lymphatics of the neck, tongue and throat. 
Conditions, If any, which 1963 
(b) 
gave rise to Immedlate ove to 
cause (a), statl the “, . . 
ae cause ae «__Bronchia umonia, tracheal obstruction due 


PART 11. OTHER SIGNIFICANT CONOITIONS CON’ RMINAL OISEASE CONOITION GIVEN INPART 1(a) 19. WAS AUTOPSY 
PERFORMEQ? 


ves} no D4 


20a. ACCIDENT WAS UNOERLYING Bry 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part 1 of Item 18.) 
OR CONTRIBUTING [] CAUSE OF OEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. WEi6. — Not'wiihts factory, street, office bidg., etc.) 
19 BS work [_] at work oO 


21. | certlfy that (I) (this hospital) attended the deceased from. to_March 22, 19.65 , that (I) (we) last 
saw the de peel alive on_March 22, _19_65_, and that death occurred al , from the causes and on the date stated above. 


we 22b. OATE SIGNEO 
b- Slate uo. SAeON -Mitoron O SNE Fol 3-23-65 


ae AOORESS 
Ball, Me Da _ | 


MEDICAL CERTIFICATION 


22c. aoe, 
| # Sykesville, Maryland 


23a. BURIAL, CREMATION, { 23D, OATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


REMOVAL (Specify) ” z } j 
Piildidmer 2 22 | Megdeaei Lbs wow 
W Maple dykioual oMMAR 26 196 fcorlee Jacipe 


z 


- 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH > 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03389 CERTIFICATE OF DEATH 03370 


3 
ro S ip Reee een 2, USUAL RESIDENCE (Where decessed lived, Il institution: Residence — admission) 
y = e 
5 ‘ @. STATE b. COUNTY 
2 23% MARTLAND Lied. (Mittal. _ 
~ pss ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN/(It outside corporate limits, write RURAL and give nearest lown) 
N = — _ a 
hits % x ( ravthlle» as.” 
= ea ‘UTION (if not in hospital, give greet eddress) ~d, STREET ADDRES; e. IS RESIDENCE 
3 Se5 y ON A FARM? 
see x yes [] no Dd. 
B57 KS — er <== S55 ee 
3 a ag a peda OF First Middle 4, DATE Month Dey Yosr 
‘ay So. OF 
3 fae E | — - 
Pete | teem Helen es] Dudd eran | mm Mage /3 5 _ 
3 ae 5. SEX, 6. COLOR OR RACE 7, maRRED [] NEVER MARRIED [5 B. DATE OF BIRTH 9. AGE (In years |IF UNDER YEAR IF UNDER 24 HRS. 
£ = 3 “ S| Days | Hours | Min. 


tamale, | ede 


0a. USUAL OCCUPATION {Give kind of work 
done dyring most of working life, evan if retired) 


oo ge 


13. FATHER'S N, 
j 


last birthday) 
sm 


1. BIRTHPLACE (County & Stete, or foreign country) 


wipowep[] _— divorced [] Va Le £3 


10b. KIND OF BUSINESS OR INDUSTRY 


Pore 
Lita) 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
{Yes, 77 (yes give werordatesofservice)| 
— 


18. CAUSE OF DEATH [Enter only ‘one cause Per line for (e), (b), and (c), an 


12, CITIZEN OF WHAT COUNTRY? 


Z. 


n. 


s that the death 


lin (ail, ean 


e INTY A ‘AL BETWEEN 
£ PART |. DEATH WAS CAUSED BY: ane em 
z IMMEDIATE CAUSE (a onan 
> DUE TO 
2 Conditions, if any, which (b) 
i gave rise to immediate cause eR. 
= (a}, stating the underlying DUE TO ria ny 
3 satan Mast: m td JAA 
Zz PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Kia), 19. WAS AUTORSY 
- 
YE NO 
ais peso lis 
= ] 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part I or Pert Il of item 1B.) 
& | on CONTRIBUTING [] CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
= = ee 
§ | 20c. TIME OF INJURY “Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, | 20%. (City or iown) (County) (State) 
8 Hour a.m. While Not While foctory, street, office bldg., etc.) | 
F4 Ty) work [_] at work [] | 


that (I) {this ho; 


saw the deceased alive on 


SIGNATURE — 
Ly } 7 iz ADDRESS 
tei re 
bul: VA Tore 11 AL Ke 


jal) attended the deceased from: that (1) (we) fast 
causes and on the date stated above, 


22b. DATE 
STAFF SIGNED 
DIRECTOR (1 Pays. 


A aaa Len A 


22c, PHYSICIAN’S 
NAME (Type) 


~ 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, wi 


director, page 3 should be detached for use as the burial-transit permit. Then please rem® 


death. Page 4 may be retained by the hospital or attending phys' 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF aa NAME poly CEMETERY OR CREMHAFORY ao . me (City, town of gounty} = te} 
REMPVAL (Specify! es a tb, 
F-LES-6 tat eagle 
24 FUNERA| esl 25a. REC'D BY Batis RAR | 25b. REGISTRAR’S SIGNATURE 


VR AIS LO EAA 


20M 5-63 


oareMAR 1 7 5 (Chrarvlog eye. 


RS See ee) 
LEH Z isl opecdt 4 td 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, aa ee 


03390 CERTIFICATE OF DEATH Q 


souk 
228 pees a 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
2 5 a. STATE b. COUNTY G 
27s CArékol/ MARYLAND Mine Nd ALR LL 
Hos b. GITY OR TOWN (if outside corporate limits, | c. LENGTH OF STAY IN IB ||. CITY OR TOWN (If oufslde corporate limits, write RURAL and glve nearest town) 
3s 2 v4 yy RURAL and give neares' Peale L ~ y 4 R:: 
as Ucal- kesville fe x Koral - Sykesville 
= d , 
win a. NAME OF HOSPIfAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS 76. 1S RESIDENCE 
23k | Li bape p ery R d ON A FARM? 
t R= y 1 OCP 2 ond i bee ty on vesC) no 
2Se ER pea First 7 Middle Last Held Month Day Year 
oe 
3 (Type or print) ‘ Ed, Nd s DEATH Hil ARC / 1965 


5. SEX & COLOR OR RACE |7, maRRIED [5% NEVER MARRIED [-]| ® OATE OF BIRTH 9. AGE (ln pears IF UNDER YEAR FUNDER 24H. 
4 2 as! lay) [Months | Days | Hours | Min. 
cmhle |\WAite | woo oworceo[]| & — /6 - /VOS Gann | | 
102, USUAL OCCUPATION (Give kindof work done 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


10b. KIND OF BUSINESS OR | TI. BIRTHPLACE (County & State, or foreign country) 


during most of working | fe, even If retired) 
Ho use Wi fe. OME. May Ly, 


13. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 


_Tinklee. Nada. Hheey 


15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT ress 


by oF unkown) | (Ifyes vive war or dates of service) 2 Me. Charles Edmundson a iS? hee su He Ie 


é —_— 
per line for (a), (b), and {c).7 INTERVAL BETWEEN 
ONSET AND DEATH 
' 
Zea) 


18. CAUSE OF DEATH [Enter only one cause, 


PART |. DEATH WAS CAUSED BY: 
‘ IMMEDIATE CAUSE (a). 
} 


/ DUE TO 
Cenditions, If any, which 
gave rise to Immediate 
cause {a), stating the DUE TD 
underlying cause last. 


, cremation, or removal, and in any e' 


transit permit. Then please r 


or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a 


saw the deceased alive on. 
ee g 
220. aera 
| NAME (Type) b 


s 
& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITION GIVEN INPART 1(a) 19. WAS Aurorsy 
= ? 
E yes] no fq 
e = | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part iI of Item 18.) 
ol & | DR CONTRIBUTING [] CAUSE OF DEATH 
= © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 % | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY(Home, farm.) 20f. (CIty or town) (County) (State) 
uo = Hour a.m. factory, street, office bidg., etc.) 
8 em | while — Not While 
i = mM. 19 at work at work 
= 21. 1 certlfy that (1) {this hospital) attended the deceased from 1 te 19___,, that {I) (we) last 
2 
a 


1964)" “and that death occurred a , from the causes and on the date stated above. 
= DATE SIGNED 
ED. 
wo. BSNS binecror CJ pave, C1 
22d, ADDRESS ; z 
23a. BURIAL, CREMATION, 230. OATE THERE | 23. NAME OF CEMETERY OR CREMATORY | 23d, LOCATION (City, town or county) oh 
Adept 3-20-65 | Deer fank Bahn ee Ceo. Mel. 
a om ; j 


. FUNERAL DIRECTOR " f 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 
Yn. Moight— wHIAR 22 1965) f0Lelie adyte— 
U 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospi 


aa 
T ror sims | 3394 


MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


03372 


yt. af 1, PLACE Or OF DEATH | 2. USUAL RESIDENCE vn ore decessed lived, If institution: Residence b 5 SEE if 
e. Cou | e. STATE b, COUNTY 
5 ie at \ AR Rd. Rok MARYLAND HA fags 
pats ye, City on ia {if outside corporete limits. c. LENGTH OF STAY IN 1b c. CItf OR TI 1S ia wd) = Whi Sere MORAL ond atv nse oom town) 
Sou £ Ce URAL and give neerest town} 
ossE 
cesee |Wes fminsfe = 1956 | Cesta «+ oe 
~ 5 2 A d. <5) OF HOSPITAL OR INSTITUTION [if not eee ate street eddress) d. STREET ADDRESS e. IS RESIDENCE 
320% ON A FARM? 
323 y| G4. 2 Bor 230A Hh @- BK ZA | ves [] No [d= 
reg iy 3. NAME O OF Month Dey Yeer 
23 fad DECEASED 
he b. tons 
i i me ee Pati ae Engle brecht = Nynyp 29g 9 OS 
Rea 3. SEX ng aM RACE] 7, MARRIED PX NEVER Es B. DATE OF BIRTH 9. AGE (In yoors | iF UNDER 1 YEAR | 1F UNDER 24 Hi 
a0 FN Jon bisthdey) Months] Deys {Hours | Min. 
wipoweo [7] __pivorcep (7] ry -/, Y Qe 13. } | | 


ing life, 


IMMEDIATI 


Rof 


-transit permit. File pages 


ited agent, prior to burial, cremation, or removal, and in any event 


4 


Conditions, if any, which 
geve rise to imme 
(2), steting the un 
cause lest, 


ICAL EXAMINER: this certificate should be executed within 24 hours after death, If a 


‘SED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. wh 


own) | (Ifyes givewerprdatesofservice)| 
. CAUSE arent ly sof 


PART |. DEATH WAS CAUSED BY; 


Vhs 


12. CITIZEN OF WHAT COUNTRY? 


YS Ar 


1Db. KIND OF BUSINESS OR INDUSTRY 


en cf eee 


Ww ae ol tr ‘or forsign cou: 


ar age 


yf tn, pai. Merce 


‘ 


14. 


Addrdss 


19-05 $4 


ne for (e), (b), Yi, be 


er, 


“INTERVAL BETWEEN 
AND DEATH 


E CAUSE (e) 
DUE TO 


a 
© 
“ 
a 
3 
3 Zz PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ye)| 19. WAS AUTOPSY 
Q PERFORMED? 
3 45 ves [] no 
3 EE | 2De. EXTERNAL CAUSE WAS | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert { or Pert Il of item 1B. : 
2 £2] PRIMARY [1] or CONTRIBUTING | 
a © | CAUSE OF DEATH. | 
pa 
=o G | 20. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, ferm, | 201. (City or town} (County) (Stete} 
5u 8 a hitless While __ Not While fectory, street, office bldg., etc.) 
gig =: cael 19 jst work [_] et work 1 
820 21. I certify that | took charge of the remains described above, held an Autopsy |. Inspection Inquiry , and in my opinion 
£20 Y op! 
539 a death resulted from: Natural causes Accident ie: Suicide C}. Homicide ia Undetermined manner Oo 
bcd 
Qo gee CHIEF MEDICAL EXAMINER [_] 
q 3 
& e Mana min AAS p, ASSISTANT MEDICAL EXAMINER [ ] DAT! Vey 2 
a = = 4 - 
gs F ia DEPUTY MEDICAL EXAMINER J 
H 
DxpwWS EXAMINER'S aha = i 
oe 26 gs MP NAME ( {Type} J z, 33 Crd rn, a 
ry ge hea JP BURIAL, CREMATION, 22b. DATE THEREOF 22e. NAME OF CEMETERY OR CREMATORY ) z= LOCATION (City, town, or cguntry) (Stete) 
2 2 peut ye?) ; ’ | cs 
Qarot \@ sy 4 /- 
ts ey Lad | é 
PS FUNERAL DIRECTOR ADDRESS 2ae. REC’ ee BY REGISTRAR i ie TRAR'S oe A RE 
VR AISME Y « s APR D 1965 
sm 1f62 MME he Af ’ ald, DATE 


@ 


= 
2 
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i 
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pa 
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TO HOSPITAL OR ATTENDING PHYSICIAN: 


d in by the funeral 
es 1 and 2 
hours after death; 


rs. Pag 


bu pede 


and comp! 
lease remove c: 


Ielan 


transit permit. Then 
|, cremation, or removat, and in any eve 


After this certificate has been signed by the attending phys' 


Page 4 may be retained by the hospital or attending physician. 


director, page 3 should be detached for use as the bu 
_~ should be filed with the State Dept. of Health prior to bu 
‘a 


TO FUNERAL DIRECTOR: 


VR A15 (4) 
15M 4-64 


in 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03392 CERTIFICATE OF DEATH NERVE: 


1. PLACE DF DEATH 2. USUAL RESIDENCE lived, tf institution: Residence before admlsslon) 
. COUNTY 141th ih / b. CO 
MARYLAND Wreeecat{ 
5 AOE AA iS give cor] oan c. LENGTH OF STAY IN 1b . TOWNA|f outside corpofate limits, write RURAL and give nearest town) 
E £0 B @. 1S RESIDENCE 


> STREETT ‘ADDRESS 
ON A FARM: 
yes] No 


3. Se Middle 4, ape Month Day Year 
(Type or print) MA he = EW. S. of UM At pe 6S 
3. 7a 6, COLOR g RACE |7, MARRIED [5 NEVER MARRIED [-] | 8, DATE OF BIRTH F ors | IF UNDER 1 YEAR IF UNDER 24 HRS, 


Hours | Min. 
i wipowe [—] DivorceD {-] 
‘10a, USUAL OCCUPATION (Give kind is | 7, te 105. KIND OF BU owe OR wy; PLACE LA % State, or foreign country) | 12. CITIZEN OF WHAT 


during most of working tfe, even If retired A 
ye nt $s ck NAME 
Bae ores oceania 63, = 17, ea Address ‘ 
7 NO, “) ar or dates of servi i) be [L-25/3 e Hae De /, Li, y 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c). ope INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Nala Canes pst Sb) ool 
19 IMMEDIATE CAUSE (a). 


/ DUE TO 
Conditions, if any, which (b) 
gave rise to Immediate 
cause (a), stating the ( OVE TO 
underlying cause last, (0). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN IN PART 1(a) | |19. pe a 


Yes] NO E}~ 


202. ACCIDENT WAS UNDERLYING GL. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part 11 of Item 18.) 
OR CONTRIBUTING {7} CAUSE OF TH 
(IF EITHER, NOTH! JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour e.m. While factory, street, office bidg., etc.) 


Not While 
p.m, 19 at work [_] at work « C] 
21. | certify that (1) (this hospital) attended the deceased from. IGS, tr Zev e > | 19.61% that (1) (we) last 


saw the deceased alive one ig a and that death ccoutred at SM, from the causes and on the date stated above. 
2a, Si 22b. DATE SIGNED 


GNATU 
Sls. 2 Kfarsbory mo. Rvs” 8S [~Binteror C1 PAYS, Fol 3/ 3 fe rhor 
22c. have ane 22d. ADDRESS 
r Sonn s, WARS, Mer M.D | aay, Ate fe dae, 7 eh 
E Ol 


23a. BURIAL CREMATION: 3 DATE ube 23c. F CEMETERY OR CREMATOBY LOCATION (City, ‘ounty) OY 
ite “25-651 gee eZ) 
‘UNERAL DIRECTOR 


25a. ol BY REGISTRAR | 25b. REGISTRAR’S Be 1 


a ‘| ow MAR 26 196 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 0 3 3 74 


13. FATHER'S NAME , . — 14. MOTHER'S MAIDEN NAME 
| eas J. copies 
v7. Stee. i aA 
my HAL LAMC 


YNSET AND DEATH 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? 
(Yes, no, or unkown) 


16, SOCIAL SECURITY NO. 
{liyes give war ordatasofservice) 


& $3 cece SOF EATH 2. UBUAL RESIDENCE (Where deceased lived, If inslitulion, Residence before admission) 
25 bay STATI . COUNTY . 
. CARKoLL mance |" MA RYLAVD OO" CHR POLL. 
2 a 3 sy cen owy Gt ounide Escorial c. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporala limits, write RURAL and give neeres! town] 
aoe wr and give nearest tow: : 
S eo8 WEST} Mi WV STEER IVE ALY 7 WESTMINSTER 
= 3a W NAME OI Poach a nim {if not in hospital, give strest address) ee ‘STREET ADDRESS Ed aod 4 
Be Sau T 
o: Xx A Jol Nw. eyaAS ct ae Jo }d N g ves [] NOE 
ar 3 NAME OF First ; “Middia DATE Month: Year 
eae trom MD RGCAL E T WELEN Es WworTH bam MARCI rr Y 965° 
8 5. SEX 6. COLOR OR RACE)7, MARRIED [_] NEVER MARRIED [_] | 8. DATE OF BIRTH oF pe ar IFUNDER1 YEAR| IF UNDER 24 HRS. 
2 rs 
& Fe MAL E\WH ITE wivoweD [fT] pivorceo [] JON 25° * Gul 7 ae 2 al bad: 
5 1a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | #1. BIRTHPLACE (County & State, or wa} country) | 12, CITIZEN OF WHAT COUNTRY? 
s done during most of working tite, aven if retired) 
3 Housewife Home Frederick Co. Maryland _ U.~S.Ae 
a 
2 
$ 
- 
2 
> 


__No None Bor 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] et SF & he x 


To mite. ACUTE CCROMAR Vt Hd MBs 
coils Fak 2) Nw ARTERIOSCLERGTIC CARD evAscuia? 


o ise to immediate cause | 
{e), stating the underlying DUE TO | 
CL ee (el 


16 BO YEAQ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19, WAS AUTOPSY 
so = ae PERFORMED? 
C YES no [} 


20a. ACCIDENT WAS UNDERLYING [] | 206. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part Il of item 18.) 
OR CONTRIBUTING []) CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20d. INJURY OCCURRED 
While Not While 
al work al work 


20e. PLACE OF INJURY (Home, farm, . 20f. (City or town] (County) {Stete) 


20c. TIME OF INJURY Month, Day, Year 
factory, street, office bldg., etc.) | I 


Hour a.m, 
p.m. 


2. 41 certify that (I) (this hospit: eH TS. he deceased from.f. AAD. Aor mb cceug ad that (1) (we) last 
saw the deceased alive on. Bi 4., and that death Mn 


MEDICAL CERTIFICATION, 


ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


M, from FE causes and on the date stated above, 


Be. a ) 9 WwW ee a. AEST Aeron CO Pas. asi MB RC. # Gee 


y be retained by the hospital or attending physician. 


IRECTOR: After this certificate has been signed b 
director, page 3 should be detached for use as the burial-transit permit. Then please remove, 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any @ 


@: 


I ed 22c. PHYSICIAN’ S We 
geese | WIEL CL. WELLIVER |"Wie E STM IMSTE) MARYL Alb 
£3 = aaa men 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county] ~~ (Stele) 
speci 
oe 65 Locust Grove Frederick Co. Md. 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


| C.M.Waltz Box 241 Sykesville, Md. 


LE: SW aed mca 


VR AIS (4) 
15M 7/61 % 


- MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03398 “* CERTIFICATE OF DEATH 03375 


= 


4 

=: 

23 1 mone DEATH rh 2, USUAL RESIDENCE (Where deceased livad, If institution: Rasidanca bafore admission) 

as a 

= @. STATE b. COUNTY _ 

rr Carroll MARYLAND | Maryland Frederick 

Fg 3 b. CITY OR TOWN (if outside corporate limits, | c. LENGTH OF STAYIN 1b ||. CITY OR TOWN [if oulsida corporate limits, writa RURAL end give nearest town) 

Ras write Ly give nearest town) 

ras (Rural) Sykesville ay. Im 168 Frederick 

Ban d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) }| 4, STREET ADDRESS” . . er 

a 4 Mi 

Sas \! 

>, 8 //|__Springfield State Hospital 114 W. Church St. yes [] Nox] 

2 BN 3 N NAME OF First “Middle Last 74. ~ DATE Month ‘Day Yer 

iN pee ee Earl BE, Everhart Ce 3 8 19 65 
Bigsen | ]6: COLOR OR RACE) 7, s4aRRiED fe] NEVER MARRIED [-] | $ DATE OF BIRTH 9. AGE {in years |if UNDERT YEAR| iF UNOER 24 HRS. 


Wl Soe last birthday) |"Months) Days | He Min. 
= q wiooweo [_] pivorced [7] 4a 2-1884 ne Nea | Xi tas | ‘ 
10a, USUAL OCCUPATION (Gi ind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working lifa, even if retired) 
vLy Dept. Southern R.R. __ Ohio | Sh as 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Frank Everhart Mary--- 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT ~ Address k, a 
(Yas, 0 pr unkown) | yesgivawaror dates ofsarvice) 
unkno unknown Hospital | record 
|] 18. GAUSE OF DEATH [Enter only ona cause per lina for (a), (bl, and (=O = = ‘ 
SET AND DEATH 
PART |. DEATH WAS CAUSED BY: : : 
luneniate cause). Uremia and hypostatic pneumonia ’ antem ‘|S days 


pb Arteriosclerosis--prolonged bedrest respectively long 


Conditions, if any, which (b} 
gave risa to immadiate cause ry - anding 
(e}, stating tha undarlying (CUETO 
Leh, #5 ee a 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)| 19. WAS AUTOPSY 
i hronic Brain Syndrome with cerebral arteriosclerosis without ee eye 
“)$|qualifying phrase PPE) iss 


20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part | or Pert Il of item 18.} 


2De. ACCIDENT WAS UNDERLYING [J 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


20¢. TIME OF INJURY — Month, Day, Yaar | 20d. INJURY OCCURRED | 20a. PLACE OF INJURY (Home, farm, | 20f. (City or town) ~ (County) (State) 
Hour em. oS whi, Not el factory, streat, office bldg., ete. Jt 1 
iy 19 at work T_] af work sal 


DBZ 0.02 BB veneer 1965, that ) (we) last 


, from the causes ia on the date stated above. 


. | certify that 4) (this ie cat in., the a from......... 1Lw22... 
saw the deceased alive on.... vel 7.5. and that death oe ff 


Wie ATTENDING MED. STAFF pre 
p Beall aia mo. | PHYS. [J pinecror [7] PHYS. fet 3~8-65 


director, page 3 should be detached for use as the burial-transit permit. Then please remove cq 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


ea ae 22d. ADDRESS Springfield State Hospital 
/ ve Francisco ay a a a ee Sykesville, Maryland. 
23e. BURIAL, CREMATION, | 23b. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county} {State) 
Burial” 3-12-65 | Mou Olivet, Cemetery Frederick, Md. 21701 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


25a, REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


eanMAR 12. 1965 fCMonbag Jnectgen 


24 FUNERAL DIRECTOR’S SIGNATU! Gt: 
M. R. Etchison & Son, Frederick, 


21701 


VR ALS fh 


15M 4-64 


or attending physician. 
ficate has been signed by the attending physici 


director, page 3 should be detached for use as the bu! 
should be filed with the State Dept. of Health prior to bu! 


Page 4 may be retained by the hospi 


TO HOSPITAL 1 Bec. PHYSICIAN: The law requires that the death certificate be executed mi. after death, 
TO FUNERAL DIRECTOR: After this certi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Bele 


eed 


03395 CERTIFICATE OF DEATH 03376 
1. en 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Carroll sanveitin a, STATE Ma. b. COUNTY Cafrall 


b. CITY OR TOWN (if outside co morte. limits, c, LENGTH DF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 


aN 
Eve 
gS 
i 
Ege 
paw write RURAL and give nearest town) fi 
=" 8 Westminster ¥ Finksburg 
BS od. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, glvé street address) || d. STREET ADDRESS @. 1 RESIDENCE 
BSN ,. ON A FARM? 
=se(/| Carroll Co. General Hospt. | Bloom Road ves] nol 
Sex 
Sse ER be First Middle Last 4, DATE Month Day Year 
2 ; 
S52 DECEASED nt) Annie E. Fair peatkh = March 18 19 65 
5 
SoZ _ SEX 6. COLOR OR RACE | 7, MARRIED [3] NEVER MARRIED[—] | 8 DATE OF BIRTH 9. AGE (In years 
og + 
2 Pemnhe: fast birthday) 
5& 


IF UNDER 1 YEAR|iF UNDER 24 HRS, 
i Days | Hours | Min. 


11. BIRTHPLACE (County & State, or foreign country) 


White wippwep [] pivorceo(]|May 8, 1883 __ 81 yrs. 


‘Oa. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 
INDUSTRY 


12. CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 


e Housewife Maryland USA 

@ n 

3 13. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 

SS ; 

rts Andrew Thompson Eliza Baker 

he 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIAL SECURITYNO. INFORMANT ‘Address 

E Ss re no, of unkown) | (If yes Dive war or dates of service) 

Se lo None Mr. Oliver R. Fair Sr, i 

a 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and.(c).) INTERVAL BETWEEN 
Pa PART |. DEATH WAS CAUSED BY: Car.brae Ar1-4F Sree ANCES 
5S IMMEDIATE CAUSE (a) 

A. 


200 
WE Gita feat: 
J Ah 
Conditions, If any, which ©) / Bw 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, 


(c) (ae 
PART I. OTHER SIGNIFICANT CO! ae od SE CS Et ELTINO UnLSa,TOSHE TERM INDUS ADE CONDI ION BI ELE eer 19. WAS AUTOPSY 


ae Z PERFORMED? 
Cece ge ves[] No EY 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part 1 of Item 18.) 


20a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING (] CAUSE OF DEATI 
(IF EITHER, NOTII IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Home, farm, 
Hour a.m. while al Not while factory, street, office bidg., etc.) 


p.m. 19 at work at work 


21. | certify that (I) (this hospital) attended the an frm_ree~ 76, Lt, to_Mer/) J 19 © that (I) (we) last 
saw the deceased alive a and that death occurred att, from the causes and on the date stated above. 


2a. SIGNATURE 22h. DATE SIGNED 
ATTENDING p> -MED. STAFF 
4 aots, wo. Phys. [4 birector [] Prys. C)| - V7 4 ge 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


22c. PHYSICIAN’S ; 22d. ADDRESS 
NAME (Type) ‘— Fas eae ie. Sey | 
23a. RENO PRENATION 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
Buriat 3/22/65 Evergreen Memorial Finksburg, Md. 
24. FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


J. F. Eline & Sons Reisterstown, Md. 


oarMAR 23 196 


MARYLAND STATE DEPARTMENT OF HEALTH 


a 3256" of ‘STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
. as FOR : M 033 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 033 12 
—_ ALTH DEPT. [i PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
; ‘ a. STATE b. COUNTY 
be A ae CARROLL MARYLAND Maryland Carroll 
ga s gs ss b. CITY OR TOWN (if outside cor, poe limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
g £2 £ 2 write RURAL and give nearest town) 
So- 85 Westminster Sykesville 
ei &t d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET AOORESS a PM aed 
Po D 
ee 8 rk Carroll County General Hospital ‘ Re ves] no 
Sees! ts: NAME OF First Middle Last a. DATE Month Day Year 
Om 
Buz of (Type or print) DEAN FALES DEATH March 9 4965 
sce £5 5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED &. DATE OF BIRTH 9. AGE Bra TFUNDER 1 YEAR]IFUNDER 24HRS, 
235 Je 4 last bi pes Months| Days | Hours | Min. 
soe : Male White wiboweD [-] pore] |March 9 1897] 68 | | 
. Sus (#) 10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn erie 12. CITIZEN OF WHAT 
2s y during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 
iat a 
gon De soma ed U.S. Printing Nebraska oSeAe 
pag 85 5 14, MOTHER'S MAIDEN NAME 
268 oz F. D. Fales Unknown 
z= ES 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. INFORMANT Address 
cs > (Yes, no, or unkown) | (If: ee 50 5 16 534 : san H f, R r ets Ronse # 2 
n = 
Eee #6 yes - ursing Home Reco 
= Be Ee 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 INTERVAL BETWEEN 
3 PART I. DEATH WAS CAUSED BY: 7 
#25 a IMMEDIATE cause (a) Ar teriosclerotic Cardiovascular Disease 
A > L F 
sen §5 #1 I DUE TO 
Sas as Conditions, If any, which 0) 
S82 355 gave rise to Immediate 
=sC 25 cause (a), stating the DUE TO 
32 oa o underlying cause last. (©) 
WES Joae & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. WAS AUTOPSY 
3 s ———eeeeee 
Eee Zo S Fracture of Right Femur. ves [] NO SX] 
Ew os i | 20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
Bez sa [si mieauamnnnnen Fall on floor 
ws B. °o Q 
E oe a = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED We; PLACE OF INJURY ame, farm] 20. (City or town) (County) (State) 
ZEe nw a HourxXakatx, whit Not While , Street, office bldg., 
BS. os 2 eS) © angyODalarwary Wan House Sykesville Carroll Md. 
=83 a8 21. | certify that 1 took charge of the remaiyls dederibed above, held an Autopsy [_], Inspection [xx], Inquiry [_], and in my opinion 
O23 oa ca . 
bie oe , Suicide [], Homicide [_], Undetermined manner [_] 
@ ssh CHIEF MEDICAL EXAMINER [_] 
Ae F) eB £2 SreuaTuR M.p, ASSISTANT MEDICAL EXAMINER [3j 22. DATE SIGNED 
Soa5 45 ote ae, DEPUTY MEDICAL EXAMINER [_] 3/10/65 
E oss es a NAME (ype) Charles S. Petty, M.D. Address (Street, city, town, or county) 
ai S35 5= 232, BURIAL, CREMATION,] 23). DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
ena MOVAL. | March son, Dixon Nebraska 
24. FUNERAL DIRECTOR ADDRESS 25a, REC'D BY peas, 251 TSTRAG’S SIBNATURE 
VR AISME C. M. Waltz, Box 241,Sykesville,Md. ;MAR 12 196 
3500 4-64 2m 2 2) Lae! — 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


0339 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 9 3¢8 


1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY Cc a. STATE b. COUNTY 
arroll MARYLAND Maryland Carrol 


b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Westminster 2 M06 X Rural--Westminster _R.D. Ho. 
RESIOENCE 


d. NAME OF HOSPITAL OR INSTITUTION (If not In hospltal, give street address) || d. STREET ADDRESS Vs ra A FARM? 


118 Bond St. | Sams Creek Rd. ves L]_no fx 


3. NAME OF First Mid: . DATE Month Da: Year 
See ASED idle Last 4, y 


(Type or print) E. MAY FARVER DEATH MARCH Qu 19 65 


5. SEX 6. COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED [%] | & DATE OF BIRTH 9. AGE (In, years | FUNDER 1 YEAR]IF UNDER 24 HRS. 
Oo last birthday) wre Oays | Hours | Min. 


female | white wioowen[-] __oivorceo{]|_ 10-26-1876 88 yrs. 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT 
during most of working life, even [f retired) COUNTRY? 
Maryland U.S.A. 


i 


. Page 5 may be 


death. 


a necessal 


and 3 to the funera 


r’s Office along with form PM3. 


and 2 with the State Department 


ent within 72 hours after 


bite 
retire eacher Pu ¢ schools 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Jacob Farver Eliza Jane Young _ 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(¥es, no, or unkown) | (If yes give war or dates of service) 


no none W.R.Reese same as # 1 


18. CAUSE DF DEATH [Enter only one causg/Perpljne for (a), (b), and (c).7 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a) 


‘ ms y 
toy im 
F014 DUE TO 4 
Conditions, If any, which @) 
gave rise to Immediate 


cause (a), stating the QUE TO “ 
underlying cause last. {e). 
PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL OISEASE CONDITION GIVEN IN PART 1(@) {1 een AUTOPSY 


RFORMED 
yes[] NO 
20a. EXTERNAL CAUSE WAS 206, DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part IT of Item 18.) 
PRIMARY [1] or CONTRIBUTING [] 


Zoe. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY(Home,farm,| 20f. (Clty or town) (County) Gtate) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. at work at work 
21. | certify that | took charge of the remains described above, held an Autopsy C2. Inspection Inquiry [_], and in my opinion 
death resulted from: _, Natural cau: JX. Accident [_], Suicide [-], Homicide [_], Undetermined manner [_] 
f - CHIEF MEDICAL EXAMINER [_] 
ae aelle wip, ASSISTANT MEOICAL EXAMINER [—] 


EXAMINER'S j bodes Bell EXAMINER 
NAME (Type) ° Y 4 A ck ( a 


23a. BURIAL, cp | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (Clty, town or county) _ State) 


eiuiced specify) 3-27-1965 Carroll Co. Maryland 


Tay, ersville 
24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


C.M.Waltz, Box 241, Sykesville,Md. oate MAR 29 


and 


24 hours after death. If any del: 
in Item 18, Give Pages 1, 2, 


transit permit. File p: 
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ER: This cert! 
MEOICAL CERTIFICATION 
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TO DEPUTY .. 


please execute the certi 


director. 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
"8339 3 STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ene 
CERTIFICATE OF DEATH ( 
Eten Fite oe 0 3 J 


\. PLACE OF DEATH 4. USUAL RESIDENCE (Where docessed lived, If institution: Residence befo 


2. COUNTY a. 
CARR OLL 2 ee 2 | STATE MD, b. COUNTY CAR 2KO i : 


b. CITY OR TOWN (if outside corporate limits, | ¢. LENGTH OF STAY IN 1b ay . CITY OR TOWN {if outsida corporate limits, write RURAL and give nearest town) _ 
writa RURAL and give naarast town) 


TWwKS |X TA NEY TOU UD, 


‘d. NAME OF HOSPITAL OR INSTITUTION AA not AY Lope Give street address} || d. STREET Al . IS RESIDENCE 
an A FARM? 


NBkookFEecDYANoK HomE ___|!_ _ FREDER/CK ST. 
3. NAME C sca First 7 Last i: eae ‘Month r 
(Type ot print) EPWARP FEN LOIV DEATH ‘ee is 19 €5— 

5. SEX ~~ [6 COLOR OR RACE) 7, mapRiED A MARRIED []| 8 DATEOFEIRTH 1876 — 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 Hi 


fast birthday) \"Monthe| Days | Hours | Min, 
A wiowen[]  vivorceo[] | 3 ee — i £ 7 yt. | | 
10a. USUAL OCCUPATION (Gi 1Ob. KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (County & State, or foreign country) | 42. CITIZEN OF WHAT COUNTRY? 


PROFESSOR EBbucaTioV’ |\GariF, usa. |__USA- 
SeRomEe FEWLoN 


An OAL LE 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


17. INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyes give waror dates ofservice) 


SES TER. C Hkustis Feo Nor RPLK VA. 


in 24 hours after 


jompletely filled in by the funeral 
bén papers. Pages 1 and 2 shi 


within 72 hours after death. 


kind of work 


cig 


te has been signed by the altending phys 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 


¢ 18. CAUSE OF DEATH [Enter only one cause por line for (0), (bj, and ().]) ~) INTERVAL BETWEEN 
8 ONSET AND DEATH 
3 PART |. DEATH WAS CAUSED BY: 
a >) IMMEDIATE CAUSE (e)_ E nS, ae __ | f week 
££ i /f = 
a op Fal XK DUE TO 
Hs Conditions, if any, which (by. 
se gave rise to immediate cause  - 7 
2 (a), stating the underlying (| DUETO 
by couse last. te) | 
pe. z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PAR] i(al| 19, WAS AUTOPSY 
. PERFORMED? 
5/8 “tea Cas 7 week : 
C 3 te pAd Veorwten acer dou. Geral 2 erAnoscresys | vs (No 
| 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pat | or Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= aS eee = 
§ | 202. TIME OF INJURY “Month, Day, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20h. (City oF town] (County) tate) 
g lise, tac: While’ _Not While factory, ftice bidg., ete.) | 
2 pe iO et work [] at work | 


. | certify that (I) (this hospital) attended the deceased from......=:. “shag 1965) Mo.cl ll loi og » 19"S., that {I) €ee) last 
saw the deceased alive on, 19.....00, and that death occurred aefZpM, fifi the causes and on the date stated above. 


Sona ‘ ATTENDING STAFF io Sone 
Ce eee mo. | PHYS. Rl DIRECTOR 7 pays. C] 3 [ie] as 


22d, ADDRESS 


23a, BURIAL, CREMATION, ie DATE THEREOF eS NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


REMQVAL {Spoeity) pe a oe JosEePos _ et lan WEY We i Nap Me. 
SHAR LS Bes” CEN 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


death. Page 4 may be retained by the hos, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificatg 
TO FUNERAL DIRECTOR: After this certifi 


20M S-63 


ERAL DIREC URE DDRESS &. 
VR AIS (4) La Niele Fel 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
eA DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a 03399 CERTIFICATE OF DEATH 03380 


M 1. PLACE OF DEA: 2. USUAL RESIDENCE (Where deceased livad, If Institution: Residence before admission) 
e. COUNTY iy / i a, STATE 


Grro MARYLAND Mar Veh pial Carre /{ 


b. CITY OR TOWN [if outside corporete timits, TH OF STAY IN 1b ¢. CITY OR TOWN (If dutside corporate limits, write RURAL and give nearest town) 


“Wa RURAL ee Give nearest town) 
ester maths 17. Westmins fev 


a. pa OF ge ‘OR INSTITUTION {if not in hospitel, give street address} | d. STREET ADDRESS 


ong Vrew Nut sin Home. __ ‘a ET, E Main Steel- 


ves (| No [el 
3. NAME OF “First 5 BATE “Month Day Yer 
DECEASED 


{Typ9 or print) Edna Ewell 984 hieas ) _ DEATH Match Zz 965 


‘3. SEX ———=—~=<i«~, COLOR OR RACE. waRMED | [pRever married [] | 5 DATE OF BIRTH "19. AGE (In years |IF UNDERT YEAR| IF UNDER 24 HRS. 


Pe heahé White ett oivchcis | Fal 22, FED last birthday) |“Months] Days | Hours | Min. 


X 2 yn. 
10a, USUAL OCCUPATION {Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | RTEIRC (County & Stete, or foreign nut 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 

ewe" | | 


G US. 
"3, FATHER’S NAME Blakes te ise ayy @ | a v4] 


"| 14. MOTHER’S MAIDEN N. 3 


(F¥ ord 2 eR | 7 


TS. WAS DECEASED EVER IN U.S. ED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT 2 Address 


(Yas, 0, orpunkown) | (Ifyesgivewerordetesof service) is bs 
ie win) | (If yesgivewerordetesof service) re Charles& (ps JIVE MN ain ip? Poin shel 
“| 18. CAUSE OF DEATH [Enter only one cause per line for{e), (b)) en: TRTERVAL BETWEEN 
AND DEATI 
PART I. DEATH WAS CAUSED BY, ‘ 
ye) UAMEDIATE CAUSE (0)__ Wie seam: rea ht S = > 


Yad) DUE TO A 
Conditions, if eny, which (Se EVR SD (ERG eget hw Maha 
gave rise 10 immediele ceuse ‘ a ‘ 
{e), steting the underlying DUELS. 
lest. fe) 


e. IS RESIDENCE 
ON A FARM? 


hin 24 hours after 
ted in by the funeral 


70 


™ filled i 
rbon papers. Pages 1 and 2 s! 


|, and in any eve 


it per 


The law requires that the death certificate be execut 


9. “WAS Al AUTOPSY 
PERFORMED? 


ves [] No BY 


PART Il. OTHER SIGNIFICANT CONDITIONS “CONTRIBUTING TO DEATH BUT NOT “RELATED ‘TO THE iE TERMINAL “DISEASE CONDITION | GIVEN IN PART I Ne) 
—————— 


'20e. ACCIDENT WAS UNDERLYING [] 
‘OP CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part Il of item 1B.) 


20d. INJURY OCCURRED 
While Not While 
|e work et 


20c. TIME OF INJURY Month, Dey, Year 


Hour_am. 
Pam, 19 


. | certify that (I) (this OO attended the deceased from..: die (an 967 to...¥. A. A.2.., EA, that (I) (we) last 
saw the eh alive on..\YLeeadn fee mead b.... eo are that ecu occured age, from the causes and on the date stated above. 
r22e. SIGNATURE 


226. DATE 
a aN: is ec [| Ps. Oo Pole r— 
bb fas l & V3 as 
CREMATION, | 23b. DATE THER 
3780/6 ‘3 


~ | ad. oo h Z 
L fal fy) 
VR AIS (4) 24 Jeans DIRECTOR'S SIGNATUR! 


ae, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town oncounty) 
1SM 7/61 2 ‘3: 


202, PLACE OF INJURY (Home, farm, | 20%, (City or town) — {County) (Stete) 
foctory, sireel, office bidg., etc.) | 


MEDICAL CERTIFICATION 


ATIENDING PHYSICIAN: 


be filed with the State Dept. of Health prior to burial, cremation, or removal 


director, page 3 should be detached for use as the buri 


TO HOSPIT. 
death. Pag 
TO FUNERAL 


bebe 


2Sb. Mlle SIGNATURE 


aM A'S AR’S 0 1965 le Y Ley badge 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 


i RYAN OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
an 03 CERTIFICATE OF DEATH 03381 
S23 1. PLAGE OF DEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence before admissiog) 
esc pet tl a. STATE b. COUNTY , 
278 Carroll MARYLAND Maryland Hon tgomery. = SS 
OR b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
EI ts 
Bs e Wie ee tlie Nearest town) | 3 18 
“a | ykesville r.3mos.lodys Chevy Chase 15 ste 
ret, d. NAME OF HOSPITAL OR INSTITUTION (If not In oa five street ie) d. STREET ADDRESS - 6. TS RESIDENCE 
=a" . : ~ 7 3 
Fas 5 Springfield State Hospital 6706 Hillendale Road yes] no fx) 
ae 3. NAME OF First Middle Last 4. DATE Month Day Year 
se" OECEASED oe OF 
25 (Type or print) EARL WILMINGTON GLEN DEATH March 11 1965 
5, SEX 6. COLOR OR RACE | 7, MARRIED fK] NEVER MARRIEO[]| & DATE OF BIRTH 9. AGE (In, years | IF UNOER 1 YEAR|IF UNOER 24HRS, 
. last birthday) Months} Days | Hours | Min. 
Male White wipoweo [-] pivorceo[}| 6-11-190) 60__ yrs. | | 
pe 1Da. USUALOCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreiyn country) | 12. CITIZEN OF WHAT 
2 ont most of working life, even If retired) INDUSTRY COUNTRY? 
= Mechanical Engineer | Engineering Rhode Island UsowA's 
5 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
5 
= Jacob Glen Amelia Dunphy 
15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


Steere or unkown) | (If yes give war or dates of service) 
oO 


cremation, or removal, and in al 


ansit permit. 


filed with the State Dept. of Health prior to burial 


290-10-6058 {| Records, Springfield State Hospital 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: a ys 38 ONSEN ANC EET 
| JMMEOIATE CAUSE (a)__Bilateral bronchopneumonia Days—— 
a DUE To . < 
Conditions, If any, which ossible aspiration o. i>} 
gave rise to Immediate @) asp f st mach contents ~ays— 


cause (a), stating the DUE TO 
underlying cause last. ic) 


()aeee 

& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART1(@) 19. WAS. AUTOPSY 
#¢.B.S. assocjated with, presenile brain disease, with psychotic reaction | yesfy not] 
= | 208. ACC UNDER 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part 1 or Part 11 of Item 16.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (iF EITHER, NOTIFY MEOICAL EXAMINER) 
= | 20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURREO | 206. PLACE OF INJURY (Home, farm,| 20%. (City or town) County) State) 
8 Hour a.m while Not While factory, street, office bldg., etc.) 
= p.m. 19 at work at work 

21, | certify that (1) (this hospital) attended the deceased from 11-23-63 _, Boze SE eneee 19___, that (1) (we) last 

saw the deceased alive pn 3=11-05 _19___, and that death occurred at<"=2M; from the causes and on the date stated above. 


=F 


22a. SIGNATURE, 22b. DATE SIGNED 


ae Pe - 
Cth vid OL titt2, mo. SSNS] Bikcton C) PHYS. 3-11-65 

7 ee ADDRESS Springfield State Hospital 
Sykesville, Maryland 


22c. PHYSICIAN'S . ; y 
NAME (Iyp®)” “Octavio A, Ruiz, M. Ds 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


director, page 3 should be detached for use as the bur 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within >. after death. 
should be 


YR AIS (4) 
15M 4-64 


23a. peed Ceci 23b. OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
pec! . 2 2 G 
Buria 3/15/65 Nat. Memorial Park Falls Church, Virginia 


24. ie - DIRECTOR 4 eee 25a. REC'D BY 5 1965 j ee SIGNATURE 
pti /ny Wepre, Derngesa br yyana | QAR 15 1965 forte iodpe 


hin 24 hours after 
— 


ages 1 and 2 should 


hin 72 hours after death. 


e 


and in any ev. 


yy be retained by the hospital or attending physician. 
RECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


R ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


TO FUNERA| 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, 


TO HOSPIT. 
death, Pag 


VR AIS (4) 
15M 7/61 


oa 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03401 CERTIFICATE OF DEATH 03382 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased kived, If institution; Residence before edmission) 


a, COUNTY 
Ganredl ees Se ier a COUNT a era 
b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [if outside corporate limits, write RURAL and give neerest town) 
write RURAL end give neerest town) 
Sykesville RD é months X107 Sunset Drive, Hampatead, Md. 
4. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d, STREET ADDRESS e. Is RESIDENCE 
/C | Golden Age Nursing Home | ves [] NOX] 
'3. NAME OF F “Fist SO ~ | 4. DATE Month Dey Yer 
DECEASED 4 OF 
Mero) “Ga BRT ESTELLA. GLOVER oe erly 19 65 
Ges col yy 6. COLOR'OR RACE] 7, mapriep [-] Never mareieo [-] | 8 DATE OF BIRTH - )9 cee IF UNDER T YEAR| IF UNDER 24 HRS._ 
s some, be ——— 
female white woowe K] vivorceof]| May 29, 1892 2 a se ea ee 


10a. USUAL OCCUPATION (Give kind of work 
done during most of working lite, even if retired) 


housewife 
13. FATHER'S NAME 
William Henry MeQuay 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, no, oF unkown) | (Ityesgivewsrordatesotservioe)| 2/5" = 297 9/3 


“18. CAUSE OF DEATH [Enier only one cause per line for 9) 4b), and (c).] 


amasstettt —. Leet ce big Bez tt. eH 
DUE TO 


Conditions, if eny, which (by 4 A F ttl. aes Mahe 


geve rise to immediete cause 
(2), stating the underlying { OVETO 


Ob. KIND OF BUSINESS OR RSoUSTRAH iI, BIRTHPLACE (County & Stete, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
|Winfield, Carroll Co., Md. U.S.A. 
14. MOTHER'S MAIDEN NAME 

Julia Ann Virginia Kauffman 


17. INFORMANT Address 79 Penna Ave. 
Mrs. John ¢. pe Jr- Westminster, Md. 


INTERVAL BETWEEN 


ONSET. eee Op tf 


() ifs 4 
PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED T@ THYTERMINAL DISE. 9. WAS AUTOPSY 


z 
2 PERFORMED? 
Bileeg =2 " =: ues Gills) eal) 
© |20e. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) 
& | On CONTRIBUTING [] CAUSE OF DEATH 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
x 20c. TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Stete) 
a Hour a.m, While Not While factory, street, office bldg., etc.) | 
= ‘at work et work wt ms 
. I certify that i) {this hospital) attgnded the degeased from. 1-44- een of B wr 19.7 Phat (I) (we) last 
ge death occured L.4M, from the causes ad on He ers stated above, 
wm) ize: eS 
mie os ase eh MED. ‘AFF SIGNED, 
PHYS, BA pirector le} PAYS, oO 
22d, ADDRESS 7 F 
os é a, vi aT le. rth 
Za. <b CREMATION, RE wi ‘OF CEMETERY OR CRE 73d. LOCATION (City, lown or county) {Stete) 


REMOVAL (Specity) 


burial 3/4/65 |Deer Park Cem. 


24 Fi as “Pevgeire SIGNATU! ADDRESS 


Smallwood, Carroll Co., Md. _ 


25a. REC'D BY REGISTRAR | Z2Sb. REGISTRAR'S SIGNATURE 


Waes : - bi txentaetae > Pec(_-_|oxMAR 4 flee oli uit 


MARYLAND STAT 
DIVISION OF STATISTICAL RESEARCH AND RECORD 


03402 a CERTIFICATE 


& a — 
g 8 1. PLACE OF DER’ 2. USUAL 
Ss a. COUNTY a. STATE 
» 2 . 
2 2 tre MARYLAND || __ lary {aw es 
eS me B. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporate limits, write RURAL and g 
x F 
N ‘rs 
ey 


wif RURAL end give near wn} 
LphcferPeve MA) SHe. | “Bate prove 
‘d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS 
208 E. 7. Selverkne We 
=~ 1 


Ye. IS RESIDENCE 
ON A FARM? 


vs] Nope 


ages 1 and 2 should 


within 72 hours after death. 


s 


: a 


AON; wg Os tev Fo Sayer ares 


D> os 
3% eee ; cs ra be 

oe Lippenioweh: Art REMC | DEATH ynarehy $7 59 Cle 
55 cad 16. COLOR ORRACE/7 MARRIED oO wa MARRIED [_] zis OF BIRTH 9. AGE (In yeors | IF UNDER 1 Y! iF UNDER 24 HRS. 
mee 


bighdey) |"Months| Deys | Hours | Min. 
Lyle wWhik WIDOWED ba pivorcep [_] Scpf 23, 1840 EP ioe | : “ 
TOs." USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | TI. BIRTHPLACE (County & Stete. or lorefan country) | 12, CITIZEN OF WHAT COUNTRY? 
done 4 most of working He, even if retired) jj /, . 
Ce AAFP fe seol; /jeeme ~ | TAL USAx 
13. sta ‘S MAME 14. MOTHER'S MAIDBN NAME 
fo G relly’ 


ANG UMlrtld — 
15, rh hese eek FORCES? 17, INFORMANT Addi Iie Mad Zine. 
(Yes, "Xe. or unkown) fat ‘warordetesofservice) 108 fd 


= - irs Josyh Flaceone: (Pale fd, 


WRene DEATH [Enter only one cause p INTERVAL BETWEEN 


ONSET AND DEATH 
PART f, DEATH WAS CAUSED BY: ea a Aye pee ii AG : i > 


IMMEDIATE CAUSE (2)___S 


eet: if ony, which 7 Gs coh Ly. Rika os ES Biz, esis Pr 


ge ise to immediete cause 

(0), stating the underlying DUETO 
couse lest, te) a = : 
ERMINAL DISEASE CONDITION GIVEN IN PART 1e)| 19. WAS. AUTOPSY 


4 
16, SOCIAL SECURITY NO. 


R: After this certificate has been signed by the attending phy gets 


director, page 3 should be detached for use as the burial-transit permit. Then please rq 


ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


ty be retained by the hospital or attending physician, 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in ani 


4 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 6UT NOT RELATED T 
9 “Se a PERFORMED? 
< ves [] No Je 
#3 ——— - 
 [200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Port | or Port Il ol tom 18.) 
& | OR CONTRIBUTING ELGAUSE OF Demet 
6 (IF EITHER, NOTIFY MEOIEAL EXAMINER) — 
§ | 2c. TIME OF INJURY “Worth, Bay, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, form, | 201. (City or town) (County) (Siete) 
x While Noi While. factory, street, offiee bldg., ste.) | se 2 mee 
= ef worl ror| 
9 certify thal (I) (this hes I) a 9 ! x: rv that (1) (we) last 
, Ba i hy AME hp. Cs a A. feath occured Wf A 2M, from the causes and on the date stated above, 
Lig =| 3 3 — a b. pas 
ATTENDING STAFF 
PHYS. DIRECTOR a} PHYS. ia 
8 ad 72d, ADDR 
ae ei | rt ( maa 9 
nog = : =x (L9 PY f fat f s 
mek i a DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ~ LOCATION (City, town ate - (Stote) 
e*e B-[~- ES T bow Y 4 OEE ER Woe mine PE, 
VR AIS {4} 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS HA 252. Wak TSB 5 AR'S. 4 RE 
15M 7/61 Oz. (Cw Lew Se. Klee Bae Toy a). DATE 5 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH (33384 


|. PLACE OF DEATH cs 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


@. COUNTY a : 
Carroll MARYLAND ea Maryland 2A) ga Carroll 


b. CITY OR TOWN [if outside corporate limits, “e. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL end give neerest town) \ 


Rural Sykesville ; Rural Sykesville 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give street address) d. STREET ADDRESS | e. 1S RESIDENCE 


‘ON A FARM? 
Route #2_ 


'3. NAME OF ; a he a oS 
DECEASED 


{Type er rin) Elizabeth Kay DEATH March 
5. SEX 6. COLOR OR RACE/7, mARRIED [_] NEVER MARRIED yi 8. DATE OF BIRTH 9. AGE (in years |1F UNDER 1 If UNDER 24 


Female | White | weowf] _oworcm]| Jan. 28, 1965 ee 


last oe a Mogths Hours | 
We. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. ARVEPERCE (County & Stete, of foreign country) " CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


None f ' Baltimore, Maryland | U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Harry A. Hahn Anna M. Swope | 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT “Address 
(Yes, no, or unkown) | (Ifyas give weror datesofservice) 


/ _None _ Harry A. Hahn, R #2, Sykesville, Maryland 4 
1B. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), end (e).] ERVAL BETWEEN | 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


‘a oa 
IMMEDIATE CAUSE hecute Len theale ae ca aie — = =. 


DUE TO 

rs eae ‘ ave dee Ce 
Conditions, if any, which {b) KALLA 7e fara er: a we 
(e), steting the underlying ( OUETO 354 


gave rise to immediate ceuse 
couse lest. {c} 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ile)| 19. bernie 


YES Oo no [_ 


1s that the death certificate be executed within 24 hours after 


cian. 


cog 
° 
5 
= 
= 
° 
= 
= 


ra 
is 
z 
a 
a 
£ 
a 
= 
2 
) 
oa 
= 
3 
ou 
22 
an 
oe 
ee 
vo 
38 
Ba 
= 
Co 
Bs 
‘es 
oe 
a 
28 
on 
rear 
25 
Bx 
fu 
38 
3 
“Fe 
23 
> eG 
Dima 
EA 
+. 
om 
£G 
a 
2 
=m 
3 
vO 
1 


20. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pert Il of iter 1B.) 
OP CONTRIBUTING [_] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20¢. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Homa, farm, | 20f. (City or town) — ~ (County) “(Stete) 
Hobe cel, While __ Not While fectory, street, office bldg., etc.) | 
et work ‘et work 


MEDICAL CERTIFICATION 


p.m. wv 


ATTENDING MED. AFF 
PHYS. = [_]__DirECcToR [_] PHYS. (Eth 


22d. ADDRESS 


ctor, page 3 should be detached for use as the burial-transit permit. Then please remove 


Ze, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Siete) 
REMOVAL (Specify) 


Burial 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any eva 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


ADDRESS 25e. REC'D BY “3 19 25b. fleorles SIGNATURE 
DATE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
03404 - | CERTIFICATE OF DEATH 03385 


i 
ES 


5 : — 
53 s o i, PLACE OF DEATH as ceuae RESIDENCE (Where deceesed lived, If institution: Residence before admission) 
Be aged a. COUNTY . STATE b. COUNTY 
5 eng Carroll MARYLAND Maryland Care 
= S28 b, CITY OR TOWN [if outside comorate limits, ¢, LENGTH OF STAY IN tb ¢. CITY OR & if outside corporats limits, writa RURAL and give nearast town) 
Seige.) write RURAL end give nearest town) 
SU Ene a i s i Rural -- Woodbine 
2 3 3a ‘d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give straet address) d. STREET SES a. IS heat 
eee ¥ ON A FAI 
ee 74 eee ED og ory 
Ss 5 ‘3. NAME OF First Month Dey Yeer 
= aN Ee CERSED 
fae 'ype ot print) ~ March 4 
8 Se 5. SEX 6. COLOR OR RACE) 7, MARRIED ¢)] NEVER MARRIED [] | 8: DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR, S 
popaes, e HaiBiphsay) gal Days | Hours | Min. 
& Male White wipoweD [_] pivorceD |] Aug. a 5 i 892 22 yes 


Wa. USUAL OCCUPATION (Give kind of work | 10, KIND OF BUSINESS OR INDUSTRY ee (County & Stete, or foreign coun 
dope during most of working life, even if retired) 


ed Farmer _ __Farm Coe Mde jp aa es 


13. FATHER'S ed. | 14. MOTHER'S MAIDEN NAME 


Ss aes | Blanche 2Wol fe 


WAS DECEASED EVER IN U.S. ARMED ‘CES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT 


no, or unkown) | (If yesgive warordates of sarvice) 
el 2 2 Sal oe 3. Mrs Elizabeth Harrison Same 
18. CAUSE OF DEATH [Enter only one cause per li 


r Tg), ( 4 (c). 
7 a 
PART |. DEATH WAS CAUSED BY C 
eae oe x 7. . 

on r 

G2 x DUE TO é * oa 
Conditions, if eny, which (by a 
gave rise to immedieta ceuse — “oe c..* 


) | 12. CITIZEN OF WHAT COUNTRY? 
| 


INTERVAL BETWEEN 
ONSET AND DEATH 


«, and that death ones ot O3EM, from the causes and on the date stated above, 
22b. DATE 
SIGNED, 


saw the deceased alive on.. 


FP 71. 


¢ 

8 

‘8 

rd 

> 

3 

a 

2 eS 

2 

3 {a), stating tha underlying DUE TO 

iy cause lest. te = =.* 
id Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIO IN PART WAS AUTOPSY 
cy oe ? 
= EE 

g fal Fs aM ves [] so 1 
2 5 | 200, ACCIDENT WAS UNDERLYING [] | 206. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 

© & | on CONTRIBUTING [) CAUSE OF DEATH 

= U UF EITHER, NOTIFY MEDICAL EXAMINER) 

ry 3 | 20c. TIME OF INJURY Month, Day, Year) 20d, INJURY OCCURRED | 20s, PLACE OF INJURY (Home, farm,» 20h (City or town) (County) (Stete) 

3 2 Hour a.m. While Not While factory, street, office bldg., etc.) | 

3 2 ot work [_] ot work H 

a = Pam, 9 

2 . I certify that (I) (this hospital) attended the deceased from..,d a 1928 10.0. K, ATE, 19h, that (I) (we) last 
3 

> 


R ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


had 


RECTOR: After this certificate has been signed by the attending physigt 


director, page 3 should be detached for use as the burial-transit permit. Then please r: 


ATTENDING MED. STAFF 
Mp. | PHYS. oe pirector [J PHYS. 
s 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in a 


a] es 22c. PHYSICIAN'S: 22d, “9? - OD 
= NAME (Type) 
gees | "Carli M. Van Poole | 7D POE CE iy DP 
ge a 23e. BURIAL, ee 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION {City. town or county) ‘ {Stete) 
REMOVAL (Speci 
9*e Bur ia 3/7/65 Morgan Chapel Cemetery CarnoulinCo, Md, ~ 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D R REGI: “i965 REGI, R'S SIGNATURE 
15m 761 | C.M.Waltz Box 241 Sykesville, Md. oare MAR b fortis age, 


(FOR STATE 
HEALTH DEP. 
3 2 
322 "EC 
Sa a5 
aw Qa 
eo: 
Reed 
Ge =f 
se 
== 


24 hours after death. If any dela 


in Item 18. Give Pages 1, 


TO DEPUTY . This certificate should be executed within 


Examiner's Office along with form PM. 


cremation, or removal, and in any’ 


, writing the word “pending” in pen 
t, prior to burial, 


4 should be forwarded to the Chief Medic 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 


Please execute the certificate 
of Health or its designated agen 


director. Page 


we 


MEDICAL CERTIFICATION 


to 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03405 MEDICAL EXAMINER'S CERTIFICATE OF DEATH = (} 3285 
i. PLACE OF CEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
BPaen a. STATE | b. COUNTY 
Carroll MARYLAND Maryland 
b. CITY OR TOWN (lf outside corporate limits, ¢. LENGTH OF STAY IN ib || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 4 
Sykesville 6yr,2hdays Baltimore Zool. + 
@. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
Springfield State Hospital 627 N. Robinson St. vest] noi) 
3. Ben ckeas, First Middle Last 4. ees Month Day Year 
(Type oF print) Bailey Harold Hewkins DEATH March 16 19 65 
5. SEX 6. COLOR OR RACE 7, MARRIED P=] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR |IF UNDER 24 HRS. 
3 j 4 st birthday) Months | Days | Hours | Min. 
male white wiooweo [=] _—ivorceof-]| _S-5-06 sf res 4 | 
10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR Ii. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Aircraft Inspector Martin Co. West Virginia U.5Ae 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Uriah Hawkins Mattie Jones 
15, WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, of unkown) | (If yes give war or dates of service) de. Fe a 
no 35-20-1145 Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: S| ers * 2 Hic ile AE 
IMMEDIATE CAUSE (a)__ Ad'ynamic ilens and intestinal hemorrhage __|2={ 36 Be 
a 7 od DUE TO 4 
Congitions, If any, which (0) Medenteric Thrombosis 
gave ris@ to Immediate 
cause (a), stating the DUE TO 
underlying cause last. {c). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a)  |19. ee 


C-B.S. associated with Brain Trauma, gwoss force, w/psychotic reactions ves SNOT] 
20a, EXTERNAL CAUSE WAS 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
aeteeae ee roumne Gl 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 208. PLACE OF Come tary: 
Hour a.m. while Not While factory, street, officabldg., atc.) 
p.m. at work |_| at work ‘i 


21. | certify that | took charge of the remajrsHescribed above, held an Autopsy [¥J, Inspection [_], —_ Inquiry (}, and in my opinion 
death resulted from: ‘Accident [[], Suicide [], Homicide [_], Undetermined manner [_] 


. CHIEF MEDICAL EXAMINER 
M.p, ASSISTANT MEDICAL EXAMINER [_] 22, DATE WAS 


20f. (City or town) (County) (State) 


ACTUAL 
SIGNATURE. 


DEPUTY MEDIGAL EXAMINER [_] . Brlé 
er, MeDe deduo tify (dein, oe 


EXAMINER’S 
NAME (Type) Te 


23a. BURIAL, Uist | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 


REMOVAL (Specify) 
sa Bec P tho 3/20/65 


kD. Miller, Inc 3019 MonumentStar MAR 19 


i 
be 


ry, 


and 3 to the funeral 


12 


Give Pages 1 
fice along with form PM3. Page 5 may 


in Item 18. 


¢ executed within 24 hours after death. If any ” 


This certificate should b: 


director. Page 4 should be forwarded to the Chief Medical Examiner's 0 


retained for your files. 


please execute the certificate, writing the word “pending” in pen 
TO FUNERAL DIRECTOR 


TO DEPUTY : 2 


State Department 
rs after death. 


and in any event with#ig?2 


as a burial-transit permit. File pages 1 and 2 wit 
ial, cremation, or removal, 


ge 3 should be used 


Pa; 
of Health or its designated agent, prior to bur’ 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 7, MARYLAND 


IGATE OF DEATH 


3387 


PLACE DF DEATH 
a. COUNTY 


MEDICAL EXAMINER’S_CE 
item? RS. Osta 


u ence Were deceased lived, 


a. STATE b. COUNTY 


Tf Institution: Residence before admission) 


Carroll MARYLAND Maryland Carroll 
b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) * 
Sykesville Life 4 pee aac 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospltal, give street address) || d. STREET ADDR' 8. bee dae e 
R.D. 2 Rep. 2 yes] no Mil 
. Ea First Middle Last 4. DATE Month Day Year 
(Type or print) MARY E, HAWKINS DEATH March 19 (19 65 
5. SEX 8. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED [~] | 8 DATE OF BIRTH 8. AGE (in, years [IF UNDER 1 YEAR IF UNDER 24 HRS. 
m - last birthday) onths | Days | Hours | Min. 
Female White WIDOWED [7] vivorcen{]| 4 - /5- /5 7% Samus 


13. 


1Da. USUAL OCCUPATION (Give kind of work done 
during most of working Iife, even If retired) | 


FATHER’S NAME 


Onkao 


10b. KIND OF BUSINESS OR 
INDUSTRY 


11, Me, (State or forelgn country) 


2 


12. CITIZEN OF WHAT 
COUNTRY? 


14. MOTHER'S MAIDEN NAME 


Up-aw 2a 


(Yes, no, 


15. WAS DECEASED EVER INU.S. ARMED FORCES? 
unkown) | (If yes give war er dates of service) 


i 


16, SOCIAL SECURITY NO. 


17, SNFDRMANT Address 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] 


PART I. DEATH WAS CAUSED BY: 
J - IMMEDIATE CAUSE (a). 


78 


Conditions, If any, which 
gave rise to Immediate 
cause (a), stating the 


underlying cause last. 


DUE TO 
(b). 
DUE TO 


(c) 


Arteriosclerotic Cardiovascular Disease. 


Mes. pe Hawbios cs Syfes vr He 


INTERVAL BETWEEN 
| ONSET AND DEATH 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) 


19. WAS AUTOPSY 


PERFORMED? 
yes KE) No fy 
208, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury In Part | or Part II of Item 18.) 
PRIMARY [} or CONTRIBUTING (J 
CAUSE OF DEATH. 
20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
Hour a. While Not While factory, street, office bidg., etc. 
at work[_] at work 
21. | certify that | took charge of the remaif§ described above, held an Autopsy [x], Inspection |_|, Inquiry [_], _ and In my op 
death resulted from: _ Natural causes [3{, /Accident [_], Suicide [_], Homicide [_], Undetermined manner [_] 


ACTUAL 22. DATE SIGH! 
SIGNATUR' UL if wip, ASSISTANT MEDICAL EXAMINER [| ED 
EXAMINER'S DEPUTY MEDICAL EXAMINER [_] 3/19/65 
WAME (ype) Charles S, Petty, M.D. Address (Street, city, town, or county) 


~, 


CHIEF MEDICAL EXAMINER 


23a. 


BURIAL, CREMATION, 
EMOVAL (Specify) 


23b. DATE THEREOF 


oi 


23d. LOCATION (City, town or county) 


Ykesville 


23c. NAME OF CEMETERY OR-GREMATORY. 


Gtate) 


24. FUNERAL DIRECTOR, 


J- A/-¢ 


Mel 


S ‘ 1p 
DRESS 


25a, REC’D BY REGISTRAR 


mBAR 22 1965 


25b. REGISTRAR'S 9\GNATURE 
feof 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH (3388 


1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY 


ES, 


by the funeral 
. Pages 1 and 2 
jours after death. 


MARYLANO Ma ryland Carrol) _ 
b. CF (If outside corporate limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 7 
kesville 3 | We i 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e ee 


| Springfield State Hospital | he S mew, Tie ves nol] 


3. NAME OF . Month a Yeai 
DECEASED First Middle Last 4, DATE jon Day ear 


OF 
(ype or print) Mattie H. Hill DEATH March ve 19. 
5. SEX 6. COLOR OR RACE] 7, MARRIED [-] NEVER MARRIED %. DATE OF BIRTH 9. AGE (In years [IF UNDER PYEAR]|F UNDER 24 HRS. 
= last birthday) Months | Days | Hours | Min. 
Female Wh 5 te WIDOWED Ol DIVORCED itz yrs. 


10a, USUAL OCCUPATION (Give kind of work done| 1Db. KIND OF BUSINESS OR 11. BIRTHPLACE (Gounty & State, or forelgn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Housework 4 Carroll Marv and Ss * ) 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAWE 


Arthur Hill : 


1- 
15. WAS DECEASEDEVERINU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


No -<¢ 
18. CAUSE OF DEATH [Enter only one cause per !Ine for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


/ IMMEDIATE CAUSE (e)__ Arteriolosclerotic Heart Disease Years 
7 


6 DUE TO 
Conditions, tf any, which 0) Generalized Arteri olosclerosis Yea 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (©). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN INPART 1{@) |19. WAS AUTOPSY” 

ic reaction Catatonic T yes ou 
20a, ACCIDENT WAS UNDERLYING E. 20b, DESCRIBE HOW INJUR' CURREO, (Enter nature of Injury In Part | or Part Il of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTI JEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20. (City or town) (County) (State) 
Hour a.m. while Not White factory, strest, office bidg., etc.) 


p.m. 19 at work [_] at work Ol 
21. | certify that (I) (this hospital) attended the deceased from_2=<17—65 _, 19__, to_3—6-65 —, 19 ___, that (I) (we) last 
saw the deceased alive on. 19___, and that death occurred at_»M, from the causes and on the date stated above. 
SICHATURE 


ease remove carbon p. 
and in any event, wi 


hysician and completely fitled 


pl 


ermit. Then 


, cremation, or removal 


‘transit pi 


ed by the attending p! 


ri 


= 
z 
3 
3 
i] 
s 
a 
2 
s 
2 
J 
a 
2 
@: 
= 
= 
= 
= 
=] 
3 
a 
8 
2 
3 
2 
oo 
2 
= 
s 
= 
12 
5 
Qo 
xs 
= 
a 
: 
i =] 
2 
2 
= 
s 
=. 
= 
SS 
3 
= 
=) 
~~ 

8: 
5 
=, 
2 
= 


After this certificate has been sign 
MEDICAL CERTIFICATION 


2a. = 2b. OATE SIGNED 
ATTENDING — MED. STAFF 
i Rome ns mo. Pays. [J _oirector [] prvs. kI| 3-6-65_ 
22. PHYSICIAN'S 22d, ADDRESS 
NAME (Type) | . a ‘ 5. 


23a. Pa CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
pect 


Page 4 may be retained by the hospital or attending physiclan. 


director, page 3 should be detached for use as the bu 
should be filed with the State Dept. of Health prior to bu! 


TO HOSPITAL q ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR 


§ 
S 
Fd 
2 
a 
= 
Ss 
Ss 
+ g 
= 
— <= 
ne 2 
= = 
=o OR CONTRIBUTING [] CAUSE OF DEATH 
Se Fs (IF EITHER, NOTIEVMEDIGAL EXAMINER) 
Ze z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home,farm,| 20f. (Clty or town) (County) (State) 
Cs = “4 8 Hour a.m. While Not While factory, street, office bidg., etc.) 
$a 3 = " p.m. 19 at workL} at work [1] 
53 722 21. | certify that (1) (this hospital) attended the deceased from = Ge + , 19___, that () (we) last 
Beast OO! 
BSes saw the deceased alive o 19____., and that death occurred a EM Aroht the causes and on the date stated above, 
9: BB 2S 22a, SIGNATURE 22b. DATE SIGNED 
~ gm = B B 
se a. MED. STAFF 
So oes P: Via hel Cer 2 wo. PAYS "°C _bintecror C1] Bivs. 3-2-65 
BE =z “2 } eo NAME TIypey | 22d. ADDRESS Springfield State Hospital 
ots + CG M D * 
“a zez 
£2223 23a, BURIAL, CREMATION,| 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
of oun REMOVAL (Specify) f 
e e£ Bree 3/5/65 Carver Mom. Park THRHT Laurel, Id. 
uA 24. FUNERAL DIRECTOR : ADDRESS 25a. REC'D BY REGISTRAR | 25b.. BEGISTRAR’S SIGNATURE 
VR ALS (4) Charles A. Rice 661 W. Barre St. oAAR 3 1965 
15M 4-64 


The law requires that the death certificate be executed within 2 hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


5 
aa CERTIFICATE OF DEATH 03389 
22 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Bes a. COUNTY a. STATE b. cont 
~ ‘ 4 
27s Carroll MARYLAND Mar yland aLto « City 
= gs b. CITY DR TOWN (If outside corporate Ilmits, t, LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and glve nearest town) 
Bee write RURAL and give nearest town) 2 
£8 Sykesville 5 mo. 10 dys. Baltimore 2001 
z gan d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 8. PS yg 
226 , . . 
=e /¢ Springfield State Hospital 322) Barclay Street CME nc: 
= — 

a § = 3. NAME OF First Middle Last 4, DATE Month Day Year 
+ Be DECEASED OF 
— (Type or print) MARY (NMN) HODGES DEATH March 2 19 65 
49) 5. SEX 6. COLOR OR RACE | 7, MARRIED f{] NEVER MARRIED [~]| & DATE OF BIRTH 9. AGE (in a ue -_ eae a 
ew Female Negro WIDOWED [7] DIVORCED ["] 8-11-01 yrs. | . 
c_£ 10a, USUAL OCCUPATIDN (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
S25 during most of working life, even If retired) INDUSTRY COUNTRY? 
og i 

se . 
gas Domestic North Carolina __ Uses 
=o 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 

gs | 

=e Benjani n Taylor Alena ? 

5 15. WAS DECEASED EVER INU-S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 5 

= s (Yes, no, of unkown) cs eg se 

Se None Records, Springfield State Hospital 

oe 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 ONE AAD oe 

25 PART 1. DEATH WAS CAUSED BY: : ; a aR 

£s 4 wae IMMEDIATE CAUSE (a). 

cae J 

a x DUE TO 
Conditions, If any, which ) 4 s years 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (0) 


PART IT. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) 39. WAS AUTOFSY 
on onic brain syndrome with cerebral arteriosclerosis, with psychotic ves] NO rE 
( 


reaction, Terminal bronchopneunoni.a. 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 


After this certificate has been signed by the attending ph 
Dept. of Health prior to bur' 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03409- CERTIFICATE OF DEATH 03390 


5 8 
s £ 2 1. PLACE OF DEATH 4 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission} 
2 2a e, COUNTY Bereaia: e. STATE b. COUNTY, 
5 g0e MARYLAND || Maryland Carroll 
= 33 b. CITY OR TOWN (if outside corporate limits, ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN [It outside corporete limits, write RURAL end give neerest town) 
as o¢ be] write RURAL and give nearest town} 
Se Westminster RD 50 yrs Westminster RD 4 
= 8 ao ‘d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress} ~d, STREET ADDRESS = ~ rete ees 
as ‘ON A FARM? 
. X Old Manchester Road _ ah al Old Manchester Road ves [_] No [9 
= Ba Ky NAME OF First Midian aa ae > DRTE “Month ‘Dey Yer 
a © : 
E = CuperedPr ot LAURA LAVINA HOS FELD pesteyeMerch — 15, 1965 
han) CegsEh. ~[6. COLOR OR RACE B. DATEOF BIRTH 9. AGE (In years [JF UNDER 1 YEAR| IF UNDER 24 HRS. 
ne 7, MARRIED [_] NEVER MARRIED [_] : ee ee |e 
es fema. t birthday) | Months) De Hi Min. 
5 5 emale white wipoweD [X)__vivorceo [7] Oct. 20, 1975 8g eo ger "| vs | Hours in. 
BS 10. USUAL OCCUPATION (Give kind of work] 10b. KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLACE (County & State, of foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
Be ene during most,of working life, even if retired) 
Bs ousewife MN AA ig near Manchester , Md. U.S.A. 
28 13. FATHER’S NAME "14. MOTHER'S MAIDEN NAME — a 7 
2 : c ‘ 3 i = 
oa Christian Frederick Hunt Annie Catherine Hirshman 
s§ IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT —_— > Address rs “s 
ces (Yes, no, or unkown) | {If yes give warordatesofservice) 
27 -- he Miss Ruth M. Hosfeld same =e 
>E 18. GAUSE OF DEATH [Enter only one cause per line for je), (b), end (c).) ~) INTERVAL BETWEEN 
BE ONSET AND DEATH 
o PART I. DEATH WAS CAUSED BY: aoe 
ze IMMEDIATE CAUSE fe) _ Utiiiec hte heed 5 ce 
¥ Ag | DUE TO A 
Conditions, i# any, which {b)_ - a 


geve rise to immediete cause 
(e}, steting the underlying { DUE TO 
cause lest. (e) 


Ww, “WAS AUTOPSY 


TED TO THE TERMINAL 


(DITION GIVEN IN PART 1(e)) 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RE 

o —=— ~~ PERFORMED? 

a 

5 af 2 “ F ot pe TSO 
= 20a. “ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 

& | OP CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& | Zoe. TIME OF INJURY “Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 208. (City or town) (County) (Stete) 

a Hoar tae While __ Not White fectory, street, office bldg., on 1 

= 


a 19 et work [_] et work [_] 


. 1 certify that (I) (this hospitel) attended the deceased from... , ; A of 19. to. 1 AS that (I) (ue) last 
EA GAT and that agen 1 creed ayer z , from the causes and on the date stated above. 


R ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


y be retained by the hospital or attending physician. 


IRECTOR: After this certificate has been signe 


director, page 3 should be detached for use as the burial-transit 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any eve 


226, DATE 
ATTENDING D. STAFF SIGN! 
| PHYS. Det DIRECTOR DC) pays. 3 /2 oi 
Ho 22c. | 22dy ADBRESS: = 3 a ee 
ma 
ao a=? = LAA OCH. . 
zs iM 23a. LN CREMATION, | 23b. DATE THEREOF ied NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) "(Stele 
REMOVAL (Specity) : 
ove burial | 3/16/65 Leister's Cemetery Westminster RD 4 Maryland 


ADDRESS 


as Leap Pie 


24 FUNERAL DIRECTOR’: OR’S "SIGNATURE 


ge FUR TERS EEN ge 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


gave rise to Immediate 
cause (a), stating the ( DUE TO 


4 ay 
2 ps 03470 CERTIFICATE OF DEATH 03391 
8 2Es Ba aps 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
2 “ a, STATE b. COUNTY 
= Pees CARROLL MARYLAND MARYLAND CARROLL 
S 2s b. GITY OR TOWN (if outside corporate limits, G. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate fimits, write RURAL and give nearest town) 
a ES 2 g write RURAL and give nearest town) x PSTEAD 
g 588 1_day —_ 
@: 3 ex d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give stréet address) || d. STREET ADDRESS 8. Seeeaee 
ba =o ¥ 
& €f2C%| CARROLL COUNTY GENERAL ! 19 S. MaiN Street | vest] noid 
= 3. NAME OF First Middle Last 4 DATE Month Day ‘Year 
= (Type or print) RAYMOND B. ‘HUGHES DEATH 5 28 1965 
3 ° 5. SEX 6. COLOR OR RACE | 7, wARRIED [JK] NEVER MARRIED [] | & DATE OF BIRTH 9, AGE (in years |IF UNDER 1 YEAR |IF UNDER 24 HRS. 
2 Ss 4 = last binthaay) Months} Days | Hours | Min. 
3 Ee M W wipoweD [] vivorceo}| July 2h, 1893 yrs. 
=) —- 1Da- USUAL OCCUPATION (Give Kind of work done |"10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) ) 12. CITIZEN OF WHAT 
zr) 2s during most of working life, even If retired) INDUSTRY COUNTRY? 
2 gee Draftsman Maryland USA 
3 J 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 
= 5 
5 sf John S$. Hughes Laura Hazlett 
S we 15. WASDECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITVNO. | 17. INFORMANT Address 
= 5 (Yes, no, or unkown) | (Ifyes givewar or dates of service) 
S “58 Yes Wwi 212-440-7010 Mrs, Georgia Hu 
3a as 
Py oa i 18, CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).3 . pt 
cs 2 PART |. DEATH WAS CAUSED BY: Dad a ame, - 
2585 1) 9. ) IMMEDIATE CAUSE (2), 2 ae | ee : pea Pee 
S of 7 
coe 9 / DUE To 
3 Conditlons, If any, which ) 
3 
2 
= 
2 
2 
iS 


underlying cause last. () 
3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITION GIVEN INPART1(a) | 19. Otis 
= >= 
ols yes[] No [4 
ray 
= | 2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
| | OR CONTRIBUTING {] CAUSE OF DEATH 
© | (IF EITHER, NOTH EDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home,farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bldg., etc.) 
= p.m. 19 at work at work ca) 


21. | certify that (1) {this hospital) attended the deceased from_A=-~—— 2.) 2 ee te Yirnw~ 2%, 19 4S, that (1) (we) last 


saw the deceased alive onan 28) 19 ©3”_, and that death occurred at © “MM, from the causes and pn the date stated abpve. 
228. SIGNATURE 22b. DATE SIGNED 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and coi 


director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


S - ATTENDING ED. STAFF i 
A. (ft Aah M.D. PHYS. pirector [] Puys. C) Sr fo 
220, PHYSICIAN'S 7 22d, ADDRESS : 
| name tp) = No HA” S. HORS HEy 2 | Shictin~ Jb, thpghmeael eh 
23a, BURIAL, CREMATION,| 23b, DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 
Ae 24. TOR ADDR 


25a. REC'D BY 1 1965 REGISTRAR’S SIGNATURE 


TIPTON-ELINE FUN. HOME HAMPSTEAD,MD.| MAR 31 19 0 


vR Aus (4) 
15M 4-64 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys’ 


The law requires that the death certificate be executed within ; hours after death. 


oh 


= 


within 72 hours after degth: 


ind completely filled in by the funeral 
move carbon papers. Pages 1 ani 


y event, 


iclan ai 


permit. Then ple; 


|, cremation, or removal, 


-transit 


State Dept. of Health prior to bi 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03413 CERTIFICATE OF DEATH 03392 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: ese before admlssion) 
pie ly a, STATE b, COUNTY 


Carroll MARYLAND ; Washington 
b. CITY DR TDWN (If outside cor) Tea limits, c. LENGTH OF STAY IN 1b || c. CITY DR TeaaR as Corporate limits, write RURAL and glve nearest town) 
write RURAL and give nearest town 


Sykesville lyrs.9mos.2lidirs. Williamsport (Rural) 
a. NAME OF HOSPITAL OR INSTITUTION (If not In hospltal, give street address) || d. STREET ADDRESS 


8. ey RESIDENCE 
A FARM 


Springfield State Hospital rie Nola 
3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED OF 
(Type or print) M P VIRGINIA ISRAEL DEATH March awe 19 65 
5. SEX 6. COLOR OR RACE (7, MARRIED [-] NEVER MARRIED[}| & DATE OF BIRTH 3. AGE (in years [FUNDER 1 YEARUIF UNDER 24 HRS. 
A Jast birthday) | Months | Days | Hours | Min. 
Female White wipoweD []Sep .pivorcen [7] | 12- 8-1876 Mies 
Da, USUAL OCCUPATION (Give Kind of work done] 1Db. KIND OF — OR Ti. BIRTHPLACE (County & State, or foreion country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Factory worker; domestic West Virginia U.S.A, 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Samuel Rankin Virginia Frances Thompson 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No None Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN 
PART |. DEATH WAS ‘allan BY: oo. . : ONE ees 
oe IMMEDIATE CAUSE a) ALteriosclerotic heart disease Years 
TAO O DUE TO 
Conditions, tf any, which )_Adva ; Sy le A aa Years 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©). 
F4 Cee Pea eee BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(@) 19. WAS AUTOPSY 
5 on, hebenhreni 
5 igophrenic reaction, hebenhrenic type ves[] ND 
= | 2a, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part II of Item 18.) 
& | OR CONTRIBUTING Lj CAUSE OF D 
© | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
3 | 2c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |2De. PLACE OF INJURY (Home, farm.) 207. (City or town) (County) (State) 
a Hour a.m, While Not While factory, street, office bidg., etc.) 
a 
2 p.m, 19 at work} at work LJ 
21. 1 certify that (1) (this hospi) stigiged the deceased fro S6-t fy 19____, that (I) (we) last 
ae Li deceased alive on__3-L -6 19 , and that death occurred at_"<~M, from the causes and pn the date stated abpve. 
22a, URE es 22b. DATE SIGNED 
) ATTENDING MED. STAFF 
eee Phys. L_] _pirector [_]_PHYs. 3-17-65 
as PHYSICIAN'S 22d, ADDRESS Springfield St tate Hospital 
NeW VAntowsus Gl; | 
2a,8 REMATION, 


230. DATE Ce fs 
Caehioviy Spec 


24. FUNERAL Fy VT 


| 23d. LOCATION (City, town or county) (State) 


SS 25a. C’D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
IGA, oe MAR 24 1985 Chorley {eegpen 


OP 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 03393 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. COUNTY ——" a. TE b. COUNTY 
Carroll. seca Netyiand 


b. CITY OR TOWN (if outside pereaiete limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Sykesville 6 months Baltimore 2061-4 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS: 


Rehoboth Nursing Home 1048 Brentwood Ave. yes(_] nok} 
NAME OF First Middle Last | 4. DATE Month Oay Year 


ype or print) Ali John DEATH March 20 1965 


5. SEX 8. GOLOR OW RACE [7 WaRRIEO [-] NEVER MARRIEO[-]| ® DATE OF BIRTH 9, AGE (In years [FUNDER 1 VEAR|IF UNDER 24 ARS. 
irthday) | Months | Da: Hours | Min. 
Male Indian wivowep [7] pat BINSRCEO [] 6=1 8-86 78 yrs. | = | 


10a. USUAL OCCUPATION (Give kind of work done | 10b. KINO OF BUSINESS OR ‘11. BIRTHPLACE (County & State, er foreign country) | 12, CITIZEN OF WHAT 
during Be life, even If retired) INOUSTRY OUNTRY? 


orer Initia 8 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Unknown Unknown 


15. WAS OECEASED EVER INU-S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) "lle aaa 
051-15-3389 Rehoboth Nursing Home - Sykesville, 


ind completely filled in by the funeral 
move carbon papers. Pages 1 and 2 


Nnknown 
18, CAUSE OF DEATH [Enter only one cause per line for ‘2 baa (b), and ld 1 Sa "aE2 J 
PART I, DEATH WAS CAUSED BY: rt Rides biked 
Re IMMEDIATE CAUSE (a) Fag a= 
/ xX QUE TO 
Cenditions, if any, which (b) ane 
gave rise to immediate 
cause (a), stating the OUE TO 


underlying cause last, (©) 


"PART IT. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) 19. WAS AUTOPSY 


yes [[] no [J 


-transit permit. Thos 
|, cremation, or removal, a 


: or attending physician. 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) tate) 
while Not While factory, street, office bidg., etc.) 


19 at work at work 


MEDICAL CERTIFICATION 


21. | certify that (I) ¢ 


ATTENOING MEO. 
mo. PHYS NS] Ginector C1 Bays. Fol 2 
220. PHYSICIAN'S —_ 2ad. AOORESS 


NAME (Type) “7 4 
| bs tn 5H aN Kx ros ML ie Jy Dn ed § Z 
25a. BURIAL GREMATION 23. ya THEREOF | ee OF CEMETERY OR GREMATORY 23d. LOCATION (City, town or county) (State) 


Auburn Baltimore, Maryland 


Al 25a. REC'D BY REGISTRAR | 25b. a. re 'S SIGNATURE 
802 “MEGison Ave. 


ray Ca W é AGu~__Balte., Ma oaMAR 29 196! fokorlag Aovigen 
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director, page 3 ‘should be detached fe use as the b 
should be filed with the State Dept. of Health prior to burial 


Page 4 may be retained by the hos 


= 
a 
80 
aS 
S 
= 
2: 
= 
= 
cS 
o 
= 
fe 
> 
=) 
o 
a 
2 
BE 
a 
= 
o 
2 
3 
2 
& 
a 
2 
3 
3 
= 
& 
3 
8 
Z 
ra 
= 
= 
2 
ie 
= 
ee 
Ss 
= 
S 
a 
= 
a 
ay 
= 
mH 
i 
z= 
az: 
° 
2 


\ 


r 


& § 
“a 
. 25 
5 @ 
aes 
2 ee 
~e 
< 6a 
£ 23s 
£ DD 
$ ee 
= 
co 
zs 
2 25 
B 22 
ome 
3 
J 
4 
roy 
& 
2 
© 
a 
ied 
a 
e 
s 
= 


transit permit. 


attending physician. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


director, page 3 should be detached for use as the burial- 


death, Page 4 may be retained by the hospital o1 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


034 13 _ CERTIFICATE OF DEATH ( 
i pea oe DEATH "|| 2. USUAL RESIDENCE (Where deceesed lived, | ution: Residence before edmission) 
= a. STATE f 
Carroll County MARYLAND Maryland ‘Batiimore Sass 
b. CITY OR TOWN {if outside corporate limits, «. LENGTH OF STAYIN Ib || c. CITY OR TOWN (lf oulside corporate limils, wrile RURAL ond give nearest town) 
write RURAL and giva nearest town) 
Eldersburg |_3 years Baltimore _ a 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) / a. STREET ADDRESS @, IS RESIDENCE 
ON A FARM? 
Grandview Mansion Nursing Home _ 5100 Gwynn Oak Avenue __| ves] nok] 
AME OF First "Middle ‘Test oa | 4 DATE” ‘Month “Day Yaar 
DECEASED 
pours ANNA ELIZABETH KERN | Simt wapce gg 65 
5. SEX 7 6. COLOR OR RACE! 7, maRRieD [aq NEVER MARRIED [| & PATE OF aint 7. ‘9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday) |Months| Deys | Hours | Min. 
Female White - | wooweo[] “ ‘pworcb[]| Feb. 1, 1880 85 yn. 
TOs. USUAL OCCUPATION (Give kind of work 


done during mos! of working life, even if retired) 


eslady - Buyer | ed 2) smile Bata nee 2 > | SUE 


13, Pater ‘SS NAME 14. MOTHER’S MAIDEN NAME 
Emma Lampe 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


John W. Rommal 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITYNO.| 17. INFORMANT  —_ «Address 


(Yas, no, or unkown) | (Ilyesgivewerordetes of service)| 


No 217-09-4440 i Henry J, Kern 0 Gwynn Oak Avenue_ ¢ 
18, GAUSE OF DEATH [Enter only one couse per line for (e), (b), end (e).] : INTERVAL BETWEEN 
D DEA, 
PART |, DEATH WAS CAUSED BY: 
|. IMMEDIATE CAUSE (e)____ HYPERTENSIVE CARDIOVASCULAR DISEASE __ mee a2) es 
4 t 4 
if 4 DUE TO 
Conditions, if eny, whhch ) GENERAL ARTERIOSCLEROSIS 20+ yrs 
geve rise to immediete couse a > ae. + ar a a ss _— a 
(a), stating the underlying ( OUETO 
couse lest. (6) ADVANCED SENILE DETERIORATION 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ite) | 19. WAS AUTOPSY 
2 
Ri _jyes [] No Ee 
= | 20e. ACCIDENT WAS UNDERLYING [1] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of lem IB) 
& | OP CONTRIBUTING [_] CAUSE OF DEATH 
§ | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. TIME OF INIURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Hama, farm + 20%. (City oF town) (County) (State) 
a Hour a.m, Not While potions je 
= at work 


that (I) (we) last 


, and that death occurred ah? 25RMrom the causes and on the date stated above, 


22b. DATE 
ATTENDING STAFF SIGNED 


mo. | PHYS. DIRECTOR fk} pHs. O 6/Mar r/65 


22d, ADDRESS 


Wm, H, Lawson, Jr., M.D, __|_ Box 54 RD #2, Sykesville, Maryland 21784. 


22e. SIGNATURE 


22c. PHYSICIAN'S 
NAME (Type) 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, ae or counly) (State) 
REMOVAL, (Specify) : 
uria 3/9/65 Druid Ridge Cemetery Baltimore, Md, *. 
24 Et IRECTOR* GI ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


DATE! 


Eltsworth Armacost 4600 Liberty Heights 


MARYLAND STATE DEPARTMENT OF HEALTH 


hours after death. 


ers. Pages 1 and 2 


72 


yfilled in by the funeral 
Pp 


ay ION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
0 4 CERTIFICATE OF DEATH 33 
. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
 peccalb a, STATE b. COUNTY | 
uy MARYLANO MARY CAN 2D Pi 
b. CITY OR TOWN (if outside eorperaya limits, ©. LENGTH OF STAY IN 1b || c. ITY OR TOWN {if outside corporete limits, write RURAL and give nearest town) 
write RURAL and give nearest town) a a) ! 
SY KES ieee 12 Day $ Caerimere A215 
IC d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AQORESS ~~) Seorh oon 6. pd yee 
SPRING KIECD  SIVTE ks PTL vesC] nod 


hs 


bap 


fete 


. NAME OF 
DECEASED 


First Middle Last 4, DATE Month Day Year 
EM ly) EMANUEL Nmn) KLE/ . | 


DEATH ARCH 21 19 65 


lease remove; carl 


1 or attending physician, 
ificate has been signed by the attending physician and co) 


5. SEX 6. COLOR OR RACE | 7, MARRIED [XJ NEVER MARRIED[]| & DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR |IF UNDER 24 HRS. 
< last birthday) pe Oeys | Hours | Min. 
MALE \bohs TE | wow A-42 - 1583 77 etter. 
1Da, USUAL OCCUPATION (Give Kind of work done| 1Db, KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working llte, v3 If retired) INDUS Zee iy COUNTRY? 
LER VELUMEN 2/fp0An1A 2 SeeT. 
13. FATHER’S NAME 14. MOTHER’S MAIOEN NAME 
Simon KLEIN — Dec. Leah Levin = Dec: 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service)| | 3 
Yes Ww Z \2/3-/¢- 0764 SPRincfiecp State Hos fitae DS - 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


+ ONSET.AND DEATH 

JOUER. Cet dise ateest ree 
ee DUE TO 4, ; E : 3 
Conditions, If any, which 0) Q é eA le ive Car dia / HIJAI GC lion Vi OVA S 


gave rise to Immediate 
cause (a), stating the ( OUE TO 
underlying cause last. (c) 


PART IT. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


yes ["] NO [X] 


20a. ACCIOENT WAS UNOERLYING 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Pert | or Part 1! of Item 18.) 


should be detached for use as the burial-transit permit. Then 
MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED |2De. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 


factory, street, office bidg., etc.) 


Hour a.m. While — Not While 
p.m. 19 at work[_] at work 
21. | certify that (1) (this hospital) attended the deceased from 2-9 - «4199, tos 2 , 19.24, that () (we) last 
saw the deceased alive om rzZ-2/ ___i9fe5_, and that death occurred at& :2°PM, from the causes and on the date stated above. 


22b. DATE SIGNED 


ctor, page 3 


22c. PHYSICIAN’S 22d. ADDRESS 3) = a 
7 SPOuGFIELD Siete Hesprnc 
vi he xchas ona ise Sy Lis a 


228. SIGNATURE “ ‘ ~ tj * 
nie 1 lig uo, SE") MPa OME po] 3-2-6 


Page 4 may be retained by the hosp! 
TO FUNERAL DIRECTOR: After this certi 


ret 


23a, BURIAL, CREMATION, | 


d 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and In any even 


2ad. LOCATION (City, town or county) ~ (State) 


23c. NAME OF CEMETERY OR CREMATORY 


23b. DATE THEREOF 
mie! | ss/es  |Maphw Loeagl 


/) 
VR ALS (4) | 


Balter fiagey “pn b 


25b. REGISTRAR’S SIGNATURE 


24, FUNERAL OIRECTOR ADDRESS x 25a. REC’D BY REGISTRAR 
Sil LEV S00 + Gees, Ewe. 6070 Pivlaes TY) AA ow MAR 26 1965 


$f Rrlts wage, — 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03415 MEDICAL EXAMINER'S CERTIFICATE OF DEATH () 3396 


ry, 


necessal 
the funeral 


# 


ja 


1 PLAGE (aa, DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. STATI b. COUNTY 
MARYLAND Maryland Carroll 
. LENGTH OF STAY IN Ib || ¢, CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 


29 years || 1 Woodbine 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS. 


b. CITY OR TOWN (if outside corporate limits, 
write RURAL and give nearest town) 


©. 1S RESIDENCE 
ON A FARM? 


ves{1_no fd 


. Page 5 may be 


and 3 to 


ith the State Department 
hin 72 hours after deatp’ 


es 1, 2, 


‘ 


|. NAME OF First Middle Last 4. DATE Month Da) Year 
DECEASED FE 
Kiss egpct) WILLIAM ROMAINE LAMB DEATH March 2 4 65 
. SEX 6. COLOR OR RACE | 7, MARRIED f-] NEVER MARRIED [_] | 8 DATE OF BIRTH 9. AGE pees IF UNDER 1 YEAR IF UNDER 24 HRS. 
Male | White | wmivowo[} wore] March 28 1905| 59 ys. || || 


10a. USUAL OCCUPATION (Give kind of workdone 
during most of working life, even If retired) 


with form PM3. 


& 


in Item 18. Give Pa 


TOb, KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
INDUSTRY cl 


aS Als 


Building Maryland 
13, FATHER’S: 14. MOTHER'S MAIDEN NAME 
A. Lamb Viola Hanna. 
15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) ae oy 


219-14~9682 


ld be executed within 24 hours after death. If any del 
‘pending in pent 
Examiner's Office along 
cremation, or removal, and in any e' 


D 


Chief Medica 


18. CAUSE OF DEATH [Enter only one cause per 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 
HAO i DUE TO 
Conditions, If any, which (0) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 


(eg (@), (0), and (€).1 


e 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART1(a) 19. WAS AUTOPSY 


PERFORMED? 


writing the word “ 
prior to burial 


ves [] No Dg 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part 1 or Part 11 of Item 18.) 
Hb haaRen STEUTTES o . 


MINER: This certificate shoul 
MEDICAL CERTIFICATION 


EXA 


ecute the certificate, 
should be forwarded to the 


rd 


ge 4 


Pa; 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) ‘Gtete) 
Hour factory, street, office bit 
While — Not While 
at work} et work oO 
21. 4 certify that | took charge of the remains described above, held an Autopsy [_], —_Inspectio ‘Inquiry [_], and In my opinion 


of Health or its designated agent, 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 


please ex 


TO DEPUTY ME: 
director. 


death resulted from: Natural causes 4d; Accident {_}], Suicide [_], Homlcide {], Undetermined manner [_] 
t CHIEF MEDICAL EXAMINER [_] 
Beer ’y, ASSISTANT MEDICAL EXAMINER [_] a Pa aa 
i D D NER Bd 3-2- 

EXAMINER'S és RS 773 

NAME (Type) 8s rely totin, At 

- BURIAL, CREMATION) 23. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 

ecify) Py 
uria 3/5/65 Poplar Springs Howard Co. Md. 
24, FUNERAL DIRECTOR ‘ADDRESS 


DV |_c.m.waltz Box 241 Sykesville, Md. 


258, REC'D BY REGISTRAR | 25D. REGISTRAR’S SIGNATURE 
pate MAR b) 1966 prortes gape 


TD HOSPITAL DR ATTENDING PHYSICIAN: The 


ficate be executed within * hours after rm, 


VR A15 (4) 


Jaw requires that the death certi 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


completely filled in by the funeral 


2 


ve carbon papers. Pages 1 and 


01 


= 


fter death 


event, within 72 hours ai 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION_OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03416 CERTIFICATE OF DEATH 03297 
1, eat 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before ae 
C. PRR of ee a. “1 Ady ad b. COUNTY 
write RURAL and glve nearest town 


b. CITY OR TOWN (if outside cor) porate limits, | ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If éutside corporate ilmits, write RURAL end give nearest town) 


: days Bal dsimer-& 3cop- 


G/NAME OF HOSPITAL OR INSTITUTION (if not in hospital, glve stfeet address) || d. STREET ADDRESS 


@. IS RESIDENCE 


ON A FARM? 
Sphinghe ex State Hespityl | 207 Moet inst. AVE, vest] no 
ft 
Lh a First Middle Last 4, Hi Month Day Year 
tnesreny Samye/ David. Leyiwe. |, dam Lb 1% 
5. SEX 6,00 sof OR RACE | 7, MARRIED [~] NEVER MARRIED [_] | 8 DATE OF BIRTH, 9. AGE ie ree DME IFUNDER 1 YEAR|IF UNDER 24HRS, 
mM me la . last birthday) [Months | Days | Hours | Min. 
a wipoweD [XJ Divorced [[] GY ys. | Te fais ihe, 


10a. USUAL OCCUPATION Keen ee kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. ey i WHAT 
during most of working life, even If retired) | 
Ses BLES ORM LWLES ALE Lithuania °y. "SA. 
€ s 13. FATHER’S NAME 14. MOTHER" , MAIDEN ie 
ae ae Kafe soit, 
Bee Ew heyivt - LEC, ache | yes Ee. 
So 15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
BES (Yes, no, of unkown) se eo 
S 5g Phhevt Mes 
Si 8 18, CAUSE OF DEATH [Enter only one cause per line for (a), 3 te BETWEEN 
Bes PART |. DEATH WAS CAUSED BY: Av ey 
ois " IMMEDIATE CAUSE (a)_<_e4 
or. 223/ y 
wl DUE TO 
Conditions, If any, which tb) 


director, page 3 should be detached for use as the bur: 


15M 4-64 


hould be filed with the State Dept. of Health prior to bur 


gava rise to Immedlata 
causa (a), stating the DUE TO 
underlying cause last. (c) 


Hour a.m. factory, street, office bidg., etc.) 


p.m. 19 


21. | certify that (I) (this hospital) attended the deceased from. to. 1 that (I) (we) last 
saw the deceased alive o 18 , and that death occurred 2 fro the causes and on the date stated above. 


2a, SIGN 2b, DATE SIGNED 
a ATTENDING 4 MED. STAFF 
Wren Sb M.D. PHYS. x pirecror (] pays. C] 


“tamer Samuel P. Wise III |'S.8"Hespital, Sykesville, Ma. 


While Not While 
at_work at work 


& | PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TODEATH BUT NOT RELATED TO THETERMINAL DISEASECONDITIONGIVEN INPART (2) |19. WAS AUTOPSY 
2 

é ves[} No[] 
= | 20a, ACCIDENT WAS UNDERLYING 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of ltem 18.) 

& | OR CONTRIBUTING [1 CAUSE OF DEATH 

& | (F EITHER, NOTIFY MEDICAL EXAMINER) 

% | 20, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY Home, farm] 20%. (CIty or town) (County) (State) 
8 

= 


tT § 


23a. BER OVAC tapectiyy 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
(Speci 
Verde | Gathess | CHizuk Liile lez 7717 0 LIC) 
25b. REGISTRAR’S SIGNATURE 


fiona eigen 


24. FUNERAL ae ADDRESS 


Sot Lewin sone Lites tue bet lar fai OLS 


25a. REC'D BY REGISTRAR 


oMAR 29 1965) 


#1 completely filled in by the funeral 


érbon papers. Pages 1 and 2 sh 


be executed within 24 hours after 
within 72 hours after death. 


Then please remdvg 


The law requires that the death certifi 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phy: 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4h 


20M 5-63 


rae 


\ 


5 


¢ 


\ 


3 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03417 CERTIFICATE OF DEATH 03 « 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceasad lived, I! institution: Residence before scepdet 
arroll J MARYLAND *Stieyland * cofashington 


b. CITY OR TOWN (if outside corporate limits, | © LENGTH OF STAYIN tb |/ c. CITY OR TOWN [if outside corporete limits, write RURAL end glve neerest town) 
‘write RURAL and give neerest town) | 
Sykesville ky Sm 3a Hagerstown 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) ||. STREET ADDRESS = = 1S RESIDENCE 


ON A FARM? 


af 4 Sul | s . . 
eee) Stoke eee |__1223 Virginia Avenue __| vs 2] Nos 
3, NAME OF First “Middle “tat ———~é“‘*!CS, XDARTER~—~—~S*CMontth ‘Dey “Yeer 
DECEASED OF 
TPO, at sts Vartin, John Walter DEATHS Maren 23-1965 
5. SEX 6. COLOR OR RACE) 7. MARRIED [X] NEVER MARRIED [_] 'B, DATE OF BIRTH Ba Ee IFUNDER 1 YEAR| IF UNDER 24 HRS, 
Sag st birthdey} |"Months| Deys | Hours | Min. 
Male White | woowe fF]  owvorcofj]} 10-5-00 unless | ee i 
10e. USUAL OCCUPATION (Give kind ol work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or loreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most ol working life, even il retired) 
Carpenter al - Maryland U.S.A. 
13. FATHER’S NAME ~~) 14. MOTHER'S MAIDEN NAME “ai 4 
Harvey Martin Elizabeth Shindel ~ _ gi 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO,| 17. INFORMANT Address 
(Yes, no, or unkown} | (ifyesgivewerordetasol service} 
aS 215-1482956__ Hospital records ~aaten 
18. GAUSE OF DEATH [Enter only one ceuse por line for (a), (b), end (c).] INTERVAL BETWI 
PART I. DEATH WAS CAUSED BY, bs OURENAIICEAT 
¥ IMMEDIATE Cause (e)_ Bronchopneumonia i ae _¥ |g > 
U4G/ x DUE To 
Conditions, if any, which {b) e= wl As | f — 
Geve rise to immediete ceuse < p =a 
(2), steting the underlying DUE TO 
couse lest. a (c) 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) 19. WAS AUTOPSY 
= Chronic brain syndrome associated with presenile brain disease becuigincge nie? 
& with psychotic reaction. Alzheimer's Disease _| vs []_ No 
= |20e. ACCIDENT WAS UNDERLYING []_ | 20b, DESCRIBE HOW INJURY OCCURRED, (Enter neture of injury in Pert I or Part ll of item 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
G | (UF EITHER, NOTIFY MEDICAL EXAMINER) —— 
& | 20c. TIME OF INJURY Month, Dey, Veer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, lerm, > 201. (Clty or town) (County) (Stete) 
5 eke w sat While __ Not While factory, street, office bldg., ete.) | 
= oe eee ==. 9 at work et work == i ae 
21. 1 certify that {% (this hospital) attended the deceased from.... LOm20.........4 19.60 10s, ci DR eccesh 19.65 that §t) (we) last 
saw the deceased alive on. Mar.ch...23......19..65, and that death occurred atde iM, from the causes and on the date stated above, 


‘228, SIGNATURE 22b, DATE 


ie ~ 
ATTENDING MED. STAFF SIGNED 
vi - SP co * mo. | PHYS. [J biREcror. [[] PHYS. Gd March 23,1905 
22c, PHYSICIAN'S 7 


22d. ADDRESS rin 
NAME (Type) Prancisco Gnecco Syl aetliee: 


238. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


REMOVAL (Specily) al 
; ey Y2b/ bs Ma et Le ON 
24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS 


25a. REC'D m= as ome 25b, REGISTRAR'S SIGNATURE 
f Lf}. Lis hy eG baler Dupe 


oafAR 26 1 [Chorley 


iuld 


bon papers. Pages 1 and 2 sl 
ithin 72 hours after death. 


p and completely filled in by the funey 


S 


Then please rei 


or removal, and in an 


ion, 


The law requires that the death certificate be executed within 24 hours after 


ed by the hospital or attending physician. 


After this certificate has been signed by the attending phy: 


letached for use as the burial-transit permit. 


Tis) 
TO FUNERAL DIRECTOR: 


< 
5 

z 

a 


‘ector, page 3 should be di 
filed with the State Dept. of Health prior to burial, cremat 


ir 


death. Page 4 may be retai 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
di 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03418 CERTIFICATE OF DEATH 03399 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before admission) 


a. COUNTY a. STATE b, COUNTY 
40 MARYLAND | ARR 
b. CITY OR TOWN (if outside corporete ‘a | € LENGTH OF STAYIN 1b |. CITY OR TOWN If outside corporate limits, write RURAL end give neeres! town) 


write RURAL ang give nearest town) 
Me so LUD HonTHs INDSOR 
‘d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street eddress) ne STREE we), e. IS RESIDENCE 
ON A FARM? 
se Zo 24 CNag See =. 
if M 


yes [] No Bd 
NAME OF * First Middle Tast ; conth aa ; 
{Type or print) LETTIE p>? ul, ) NE )eerin| SETH /taeer (0 _0e@5 


5B. SEX Sa OG = “B. DATE OF SIRTH 9. AGE (In years |IF UNDER1 YEAR| IF UNDER 24 HRS. 


6. COLOR OR RACE! 7, married [] NEVER MARRIED [_] 
last birthdey) | Months Dey: Hours Min. 
a Fee /7 /901. C | 


WIDOWED JS Divorcen [_] x yn. 
TOa. USUAL OCCUPATION (Give kind of Tob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 
done — most of i life, ven if s 


Soe a CapRol £0. 


14. MOTHER'S MAIDEN NAME 


AMMA DR 8 
S. ARMED FORCES? 16. 4 SECURITY NO.| 17. INFORMANT Address 
1S- perp Tain) MMA LekeR 


18. CAUSE OF DEATH ee ‘only ona cause per line for (a), (b), and (c! 


PART |. DEATH WAS CAUSED BY; fe 
IMMEDIATE CAUSE (a)__ £ = ios - 


¥ DUE TO 


Conditions, if eny, which (b)__ 
geve rise to immediete couse 
(0), stating the underlying 


12, CITIZEN OF WHAT COUNTRY? 


USA 


DUE TO 


3 (ec) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) 


. 


19, WAS AUTOPSY 
PERFORMED? 


yes [] NO 


20a. ACCIDENT WAS UNDERLYING [1] 
OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. JOW INJURY OCCURRED, (Enter neture of injury in Pert | or Part Ill of item 18.) 


20d. INJURY OCCURRED 


While Not While 
we at work 


20c, TIME OF INJURY Month, Day, Year 
Hour a.m, 


201. (City or town) (County) (Stete) 


factory, street, office bldg., 


20e. PLACE OF INJURY (Homa, ah “ 
te. 


MEDICAL CERTIFICATION 


19 


2 


I certify that (I) (this hospital) attended the deceased from that (I) last 
saw the deceased alive on.. «., and that death occurred (045, trom the causes and on the date stated above. 


3, Gf er§..99.. 

Fe /- = ATTENDING STAFF 7b SIGNED 
LAE. {eas mp. | PHYS. ‘Lb-—Becror OD Pays. “— 

22c. PHYSICIAN'S ‘ 


22d. ADDRESS 


23a, aE CREMA’ sauiitoaakerOaord Zab. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) wae 
‘4 Ni THERA, poe nae a Li 


New ‘250. REC'D BY REGISTRAR | 25b. pee v Neeige. 


BioMAR 15 1965 


= 
= 
4 
a 
= 
= 
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= 
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<= 
ee 
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= 
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°o 
= 
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The law requires that the death certificate be executed within 24 hours after death. 
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Page 4 may be retai 
TO FUNERAL DIRECTOR: After this certificate has been 


1 


and completely filled in by the funeral 


> 
sx 
: 
=e 
: 

Hi 
nee 3 
= 

ey 
eae 


emove carbon papers. Pages 1 ang 


= 


ing pixy 
age 3 should be detached for use as the buri P Then 
|, cremation, or removal 


should Be fied with the State Dept. of Health prior to burial 


director, 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


in any event, within 72 hours after dea 


ns 
CERTIFICATE OF DEATH (3400 
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissign) 
bce 2 a. STATE b. county oa 
Carroll MARYLAND Maryland ontgomery 
b. CITY OR TDWN (if outside corporate limits, ¢, LENGTH DF STAY IN ib || c. CITY DR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) ‘ 
Springfield “Syxenville 2_mos, 2 dys, Silver Spring ce wt 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street ey d. STREET ADDRESS . © ON FARM?” 
Springfield State Hospital 705 Chesapeake Avenue ves] no&d 
3. Reras ea First Middle Last 4 rele Month Day Year 
(ype.or print) CHARLES HERBERT MATHER DEATH March 2h 19 65 
5. SEK 6. COLOR OR RACE | 7, MARRIED [-} NEVER MARRIED & DATE OF BIRTH 9. AGE (In years |iFUNDER 1 YEAR |IF UNDER 24 HRS. 
e bel a 1892 last birthday) Months] Days | Hours | Min, 
White wipoweD [7] pivoRcED [7] 7-15-92 yrs, 


10a. USUAL OCCUPATION ve kind of work done 


12, CITIZEN OF WHAT 
during most of working life, even If retired) CDUNTR 


Ties ice DF BUSINESS OR (Sa Etthore ‘& State, or foreiyn country) 


Plasterer A Maryland U.S. ‘he 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Nathan Mather Eoma_ Sriseee- i 


i WAS DECEASED EVER INU.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


16. SOCIAL SECURITY NO. a Fada aS OSS 
No None R 4 


21-03-9039 


18, CAUSE OF DEATH [Enter only one cause per line for {a), (b), and (c).] fete eee 
PART |. DEATH WAS CAUSED BY: ‘ ; ‘ S t 
IMMEDIATE CAUSE (a). Acute myocardial infarction minutes 


Yoo] DUE TD 
Conditions, If any, which Coronary artery insufficiency 
gave rise to Immediate ©) 
cause (a), stating the ( DUE TO 
underlying cause last. (c). 


years 


Ean he ey een coNn MONG cone Le ADEATL UAT LATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a) |19. WAS AUTDPSY 
& nic brain syndr rome associated with cerebral arteriosclerosis, eae 
2 we psychotic reaction. yes Fy NoT] 
i= | 20a. ACCIDENT WAS UNDERLYING 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
§] | OR CONTRIBUTING [7 CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
= Hour a.m. While Not While factory, street, office bidg., etc.) 
a 
= p.m. 19 at work at work fa 
21. | certify that (I) (this hospital) attended the deceased from__1-22— as A=2h55, 19___, that () (we) last 
saw the deceased alive pn__3=2)—-45 __19 __, and that death vecurred at_* ; front the causes and on the date stated above. 
22a. SIGNATURE ag po 22, DATE SIGNED 
rp , ttf ATTENDING MED. STAFF 
C4ET0 CC fOALF ww, HE BR 0 3-2h-65 
mae. PHYSICIANS Y | 22d. ADDRESS Opringrield State Nospital 


Octavio A, Ruiz, M.D, 
* BURIAL, dell 23b. DATE THEREOF 


Sykesville, Maryland 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or pee ag 


REMOVAL (Specify) 


wig LOE hn Maroh 27,1965 dost, eas Av 25a. REC'D panes: | ete REG! et pee 
Pumpha ne. Silver Spetsh hon lad oareMAR 2 9 


: POL rab 4 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03429 CERTIFICATE OF DEATH ag 


i. PLACE OF DEATH ss sa (Whare gaceasad livad, If institution: Rasidance bafore edmission) 


@. COUNTY“) e. STATE 4 COUNTY 
MARYLAND 


ide corporate limits, c pee OF STAYIN tb ||". CITY ORFOWN (If efitside corporete limits, write RURAL end giva naerest town) 
re Bard town) “, 
Liiigl a / =F — 
a. 1S RESIDENCE 
ON A FARM? 
ves [] No Ri] 
midge fast 4, ee Month “Day Yaar 


ECERSED 


‘ype or print) Me page 


L Beara Ath 19 19 G57 
DATE @F BIRTH 


7 9A Ein yan IF UNDER YEAR| IF UNDER 24 HRS. 
#Y] | Months| Di Hi Min. 
wioowep ["]__bivorcto ["] =i Y 14, 188 g TB ont “| aye" | Hours al oie 7 


108. USUAL OCCUPATION (Giva kind of work 10b, KIND OF BUSINESS OR INDUSTRY QIR FPL. CE (County & Stata, or foraign country) 
done dyfng pfost of Working lifa, avan if retirad) 


and completely filled in by the funeral 
carbon papers. Pages 1 and 2 show 


nt, within 72 hours after death 
~ 
& 
> 
a 
“@ 
=| 
S 
I —] 
= 
4 aN 
WE 
NEE 
9 
z 
ae 
4 
xi 
* 
y 
BN 
3 
1 bas 
Se a 
Sj 
aka} 
NX 
| | 
aN 


12, CITIZEN OF WHAT COUNTRY? 


i 


21. 1 certify that (I) (this hospital) attended the deceased from..&c¢ un tod 5 1SES :, that (I) (we) last 
saw the deceased alive on alk 2B, and that death occurred fe “ih, from ihe causes and on the date stated above. 
22b. DATE 

SIGNED 


ATTENDING MED. STAFF 
Ste = 4. PHYS. [1 pirector [} prys. [7 


ths 7 TSG 5 N = 


(State) 


at . 13. FATHER’S N, eNO 
£85 
aa « WL, 
Ses ‘CEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SE ‘Addre 
g26 , or unkown} | (IFyesgivewarordatasofservica) 
es — 0) 
ee 3 LIACAYL NY 
epee g = 
3 5 PART I. DEATH WAS CAUSED BY: 4 4 /A\_A 
coe) ih IMMEDIATE CAUSE Yee Z CANGALAW ae : 
2en=¢ 4 Ee , } 6 
ao 22 ere X DUE TO y ee 
2966 : bh Li SiC C4 CHACT J 
Eche Conditions, if any, which (Le aan ROMS iA PLECUL CZ 
+ 5 gava risa to immadiate ceusa a 1 wy ia a eB >a 
“ DUE TO 
g 7 {e), stating tha undarlying 4A ry, A 9 f 
3 causa last. () N (CY, LT 2 Co (Lee y GAs 
gy z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT sé TO be TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. 7 aa 
3 CONTEC TINS TS DEATH! 
= - 
3 Ols yes [} NO oO 
2 = [20a. ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURRED. (Entar neture of injury in Pert | or Part Il of item 18.) 
© & | OR CONTRIBUTING [] CAUSE OF DEATH 
<= & | (VF EITHER, NOTIFY MEDICAL EXAMINER) 
3 % | 20c. TIME OF INJURY Month, Day, Year) 2Dd. INJURY OCCURRED | 20s. PLACE OF INJURY (Homa, farm, > 208. (Clly or town) (County) (Siete) 
o Heep coin While __Net While factory, streat, offica bldg., ete.) | 
2 2 19 at work [_] et work [_] 
dl 
2 
3 
FS 
3 
€ 
a8 
o 
an 
8 
2 
a4 
‘eG 
$ 
vu 


director, page 3 should be detached for use as the burial. 
be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


TO FUNERAL DIRECTOR: After this certificate has been si 


,|23b. DATE THEREOF eq NAMI EMETERY OR CR 
3-23-65 VLD OG i 


7 


ae pga Ly 


ECD BY REGISTRAR | 25b. REGISTRAR’: 'S SIGNATURE 


oMAR 2.4 


VR AIS (4 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03423 CERTIFICATE OF DEATH 3402 


s ‘ 
a mH 1 Pesce DEATH 2, USUAL RESIDENCE (Where deceasad tived, If institution: Reside: mission) 
§ 5 > a. STATE b. COUNTY 
8 254 CARROLL. MARYLAND LIOR V Li Capped. 
> 28 b. CITY OR TOWN (if outside corporata limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
os ae s write RURAL and give nearest town) ba 5 
= 42% ‘Ate | YEARS |X _ P7/PLLE BURG Ae 
= 2 & a d. NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give street eddress) . d. STREET ADDRESS " ismEsaee 
es2y ‘ YES 
3 = aa \ Seaien First Middle ee = f DATE 7 “Month ‘Day 
a 
bye | BSR Acme cogae MILLER |" Yeh 2 2Os 
oacee = 5. SEX 6. COLOR OR RACE|7_ MARRIED [~] NEVER MARRIED [_] | 8- DATE OF BIRTH 9. RSE ln oars iF kad atm 
5 fi . j nths ys jours in. 
4g 2 WIDOWED pivorceD [_] Vie Pac! yrs. 
ets): 10e. USUAL OCCUPATION (Give kind of work 10b. = BUSINESS OR INDUSTRY | 11. BIRT! LET. & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
E done during most of working life, even if retired) bs 
3 LIBCHUNEST. MUBRER Plant | PipRylpad aS 
- 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 
Hy é 
fa JosEPH W  M/LLER SARAH Win 2 
s ih WAS ena ie IN U.S. Lib ponerse ’ 16. SOCIAL SECURITY NO.| 17, INFORMANT Address ¥ 
- ‘es, no, or unkown) | (IFyes givewer ordetesofservice| 
L79- 25 RETA SLY PUDMEBLRG PID 
1b. CAUSE OF DEATH [Enter only one cause per line for fe}, (b), end (@)] ~) INTERVAL BETWEEN 


ONSET AND DEATH 


menial Chnisks Sorel eS, SR ik ee ne 


DUE TO 
Conditions, if any, which (b)_ 
geve rise to immediete couse 
(e), stating tha underlying ¢° CUETO | 
Co ie | 


Z {Ga PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 

9 er PERFORMED? 
als Bee eae seal yas is bltizans 4 Poway iy Tiewits state. ulcer) | vs TNO 

& | 200. ACCIDENT ns UNDERLYING [| 20b, DESCRIBE HOW INWRY OCCURRED. (Enter natura of injury in Pari or Por ll of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF ETHER, NOTIFY MEDICAL EXAMINER) 

Ay = = a 

§ | 20c. TIME OF INJURY Month, Day, Yoor | 20d. INJURY OCCURRED | 20a, PLACE OF INJURY (Home, ferm, | 20%. (City or town) (County) (Stete) 

a Hour a.m. While __Not While factory, straat, office bldg., etc.) | 

2 19 jot work [_] at work | 


ttended the deceased from. 
eats: 


that (1) (we)Jast 


certify that (I) (this hosp 
2 ..4 and that death occurred of MM ... ARS , from the causes and on the date stated above. 


saw the deceased alive on. 


ells 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial-transit permit. 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 


22e. SI % 22b. DATE 
1h no [MRO Boo OM Sfelys 
22. PHYSICI, 22d. ADDRESS 
ical ai ieee Wh BRIDGE. LA 
230. BURIAL, CREMATION, 23b, DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 


DY; | PPRIBL. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 


aoe ar se ae 
oar MAR RL i 1 Bb fee Da 


sal LUT ib obls 7. 


ole _AOMEL- S$ SIGNATURE ADDR! 
ie hee Le, ZA 


VR AIS (4) 
20M 5-634 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


h 5 

Foals 2 CERTIFICATE OF DEATH (Od 
SEs 1 boss aides 2. USUAL RESIDENCE (Where deceased lived, If Institution: Resldence before admission) 
= : a. STAT b. COUNTY 
cis Carroll iit Maryland Carroll 
= gis b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b }| c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bee write RURAL and give nearest town) y 
© 3 Mt. Air years 4 Mt. Air 

2 a 
of d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. IS RESIDENCE 
2ear ; ON A FARM? 
Eee WN 615 S. Main St. f 615 8. Main St. ves} nog] 
SSE 3. NAME DF First Middle Last 4, DATE Month Day Year 
sa” DECEASED OF 
ese (ype or print) Af da. Roberta DEATH 19, 
Bos 5. SEX 6. COLOR OR WAGE 7, MARRIED [_] NEVER MARRIED [5g | & DATE OF BIRTH 9, AGE (In years | IFUNDER1 YEAR TFUNGER OATS 
> last birthday) | Months | Days | Hours | Min. 

Female White widowed [| pivorceO[]| Oct .31,1885 yrs. 


1Da. USUAL OCCUPATION (Give kind of work done 


10b. KIND OF BUSINESS OR 
during most of working life, even If retired) INDUSTRY 


TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
ae 2 2 vs COUNTRY? 


Se 

35 Agent USA 

os 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

SS 

is Rev. W. BE. Miller Georgi 

a 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 

eS (Yes, no, or unkown) | (If yes give war or dates of service) 

Be No 16-05-8822 Miss Mary Keen Miller, Item 2 

as, 18. CAUSE DF DEATH [Enter only one cause per Ini (a), (b), and fc). INTERV: ah 
25 PART I. DEATH WAS CAUSED BY: Dorje baa a4 bp 
85 +f, JMMEDIATE CAUSE = 

pon / < 


gave rise to Immediate 
cause (a), stating the DUE TO 


ri t 
\ DUE TO Sj 
Conditions, If any, which ©) P  So ese" Gittke (AT 23 ae 


underlying cause last. {c) 


The law requires that the death certificate be executed within “ hours after death. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


S 
‘s 
g 
z 
eo 580 
Bs22 
Sess 
eS ey & | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART1(a) |19. Was AUTOPSY 
= 3 oO 8 yes[] no[] 
#8562 = | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part I1 of Item 18.) 
=a tus & | OR CONTRIBUTING [1 CAUSE OF DI 
S382. G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
fe fea = |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm, 20%. (Clty or town) (County) Gtate) 
ass 2 = Hour a.m. while Not While factory, street, office bldg., etc.) j 
e222 = p.m. 19 at work{_] at work 
22 3 2 21. I certify that (D (this hospital) attended the deopasad fro 1934, t 19. that (I) (we) last 
EfSées saw the degeased alive on_ AS 2 and thét death occurred at 44<CM, from the causes and on the date stated above, 
@: Lane Za. SIGNAPOREY 7 22. an SIGNED C 
S38 ATTENDIN MED. STAFF 
Soaes — 77) AN pet we Be Nero Lio, a AS > oe 
ze Con 220. pe 22d. ADORESS 
= as) | 'ype 6 
Bless | Cc, M, VanPoole,. M.D, Mt. Airy, Md. 
ze £3 ‘23d. LOCATION (City, town or county) (State) 
et 5b5 REMOVAL (Specify) 


23a. BURIAL, tpeton | DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


VR A1S5 (4) a 


15M 4-64 


Burial arch 20,1965 Pine Grove _ : 
Za. FUNERAL DIRECTOR ADDRESS Fis, REDD BY REGISTRAY) “Tai REGt STAR STGNATORE 
Olin L. Molesworth, Dam oat MAR 9.9 * 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03423 CERTIFICATE OF DEATH O34n 


16 Pagieace ae DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before adm! Ore: 
a COUNTY Carroll winiate a. STATE Maryland b, COUNTY Baitimore™ 


b. CITY OR TOWN (If outside cor, paras limits, c. LENGTH OF STAY IN 1b |) c. CITY OR TOWN (If outside corporate Timits, write RURAL end glve nearest town) 


Rupa TS eevee” 5 y- Sm. 164) pei timore wz: 


§ NAME OF fie} a Sn ae (If not In posaltal give street address) || d. SHO ADDRESS 6. baled ine 
ringfie ate Hospita 0O Edgerton Road 
pring 3 6 yes] no 
. i ae First Middie Last 4, BE Month Day Year 

(Type or print) Catherine Helen Mincher peat March 14 = 49 65 
SEX 8. COLOR OR RACE | 7, MARRIED {X] NEVER MARRIED[ ]| 8 DATE OF BIRTH 9. AGE (in years | IFUNDER 1 YEAR IF UNDER 24HRS, 


ai day) | Months | D Hi Min, 
Female White WIDOWED [7] piverceo[]| 1-16-91 eee | eae an | 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & a or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retlred) INDUSTRY COUNTRY? 


Housewife Baltimore, Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Geldmacher, Henry Smith — Lim 4 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) | (Ifyes give war or dates of service) 2 
| Unknown Springfield Records, Sykesville: , Ma. 


mls 


fter death, 


Pages 1 and 2 


filled in by the funeral 


jin 72 hours ai 


} papers. 


No 


18. CAUSE OF DEATH [Enter only one cause per Ine for (a), (b), and (c).] INTERVAL BETWEEN 


: : ONSET AND DEATH 
PART EAH A ait wuuse Congestive Heart Failure ears 
¥-2OC 


/ DUE TO 

Conditions, If any, which w)__Arteriosclerotic heart disease years : 
gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last, (©). 
PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) }19. WAS AUTOPSY 
YEs | No 


transit permit. Then please remove 
, cremation, or removal, and in any ev! 
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20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Ye 20d, INJURY OCCURRED | 208. Ete OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour while Not While tory, street, office bid: 
at work at work 


Figl sat that (1) (this hospital) attended the deceased from____6-28—  1965_, t.__3={14- _, 19.65, that (I) (we) last 
saw the deceased alive on____3~14.1§65 _, and that death occurred at. 5. 4#fafrom the causes and on the date stated above. 


22a. SIGNATURE : Ie ee DATE SIGNED 
eit MED. STAFF 
By Cher ) wo. PHYS °C) bineéctor C) paves, 3-14-65 


22d. ADDRESS 


Sherrill Che a ate SN” i vi i 


23a. mene ect lof, 23b. Le — 23¢. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 
pect ‘; 
(\ Seer ae Cen) Cord: | Gphfo- LA 
‘| anh IRECTOR 4 25a. REC'D BY REGISTRAR | 25b. 
VR A15 (4) 


rea et en cal Kawi moe MAR 18 1995 foot Mcp 


MEDICAL CERTIFICATION 


22c. PHYSICIAN’S 
NAME (Type) 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and co 


director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to bu 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


: The law requires that the death certificate be executed witbin . hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


director, page 3 should be detached for use as the bu 


x 


Pages 1 and 2 
hours after deat! 


3 
pe 
3 
2 
5 
R=) 
2 
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a 
Ee 
és 
= 
ze 
2g 
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2 
s 
By 
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= 
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ro 
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should be fited with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


VR AIS (4) 
15M 4-64 
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~ 


MARYLAND STATE DEPARTMENT OF HEALTH 
15! N OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, wane 


CERTIFICATE OF DEATH 3405 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY “y 


Carroll MARYLAND Maryland F_altinere ity 
b. CITY DR TOWN {if outside corporate limits, c. LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write and glv6 nétrest town) 


write RURAL and give nearest town) 


S ch 5mos.13dys. Baltimore Z (- 6S 
* a, aa DR INSTITUTIDN (If not in hospital, give street address) || d. STREET ADDRESS 0. TS RESIDENCE 
Springfield State Hospital 1102 East Eager Street ves(] no fc} 
3. NAME DF First Middle Last 4. DATE Month Day ‘Year 
DECEASED OF 
(Type or print) LEONA (nmn) MITCHELL DEATH March 12 19 
5. SEX 6. CDLDR DR RACE ] 7, MaRRI %. DATE OF BIRTH 9._AGE (In years | IFUNDER J YEAR |IF UNDER 24 ARS, 
a MANRIEDIITa] NEVER era EA last birthday) Months | Days | Hours | Min. 
Female Negro WIDDWED [—] pivorceD{] | 5-27-13 | 51 yrs. 
10a-USUAL OCCUPATION (Give kind of work done) 10b. KIND DF BUSINESS DR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN DF WHAT 
during most of working life, even If retired) INDUSTRY CDUNTRY? 
None Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Thomas Streams Nettie Mitchell 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SDCIALSECURITYND. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No Unknown Records, Springfield State Hospital 
; : INTERVAL BETWEEN 
18. or Fee erin) ay BS cause per line for (a), (b), and (c).J ONSET AND DEATH 
7 IMMEDIATE CAUSE @) Bilateral pulmon i itation | Years —— 
Ao ; 
hee f DUE TD 
Conditions, If any, which ) 


gave rise to Immediate 

cause (a), stating the DUE TO 

underlying cause last, {c) 

PART |. DTHER SIGNIFICANT CDNDITIDNS CONTRIBUTING TD DEATH BUT NDT RELATED 1D THE TERMINAL DISEASE CDONDITIONGIVEN INPART 1(a) (19. ee A 
associated with cerebral arteriosclerosis, with psychotic reaction ves] ND] 

20a. ACCIDENT WAS UNDERLYING 

OR CDNTRIBUTING [7] CAUSE DF Di 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME DF INJURY Month, Day, Year 

Hour a.m, 


20b. DESCRIBE HDW INJURY DCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 


20d. INJURY DCCURRED | 20e. PLACE DF ames farm, 
While Not While factory, street, office bidg., etc.) 


at work at work 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


a 


ait certify that (1) (this sss oe attended the deceased from. “ons ~l2- 19___, that (I) (we) last 
e deceased "Ba pn. 19____, and that death peauttei woe fm the causes and pn the date stated above. 
22b. DATE SIGNED 


Macbls Rta. 6. BRVS  ]_Bintotor [1] PHvS. na| 3-12-65 
22d. ADDRESS ee State Hospital. 

Julian A, Radzykewycz, M.D, | 

23a. BURIAL, CREMATIDN, 23b. DATE THEREDF | 23c. NAME DF CEMETERY OR CREMATDRY | 23d. LOCATION (City, town or county) Gtate) 


MOVAE PEIN) | —e_ eS | Md. o/vary Cem. flune Hreadel dtg, Md. 


Ke FURR DIRECTDR Lae] 25a. REC’D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
Utne C Mare i AES Wyo pe MAR 15 1965 -Corbia Jesctpe 


PHYSICIAN'S 
NAME (Type) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03425 CERTIFICATE OF DEATH ) 3406 a 


3. 
DECEASED 


“ 
2 BJ 1. PLACE OF DEATH na 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residenca before admission) 
aa a. COUNTY e. STATE b. COUNTY 
gf 2 Carroll MARYLAND Maryland Carroll 
2 = b. CITY OR TOWN {if outside corporata limits, ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporata ‘limits, writa RURAL end give nearest town) 
= > write RURAL and give nearest town) 
eke HO Yrs |I"1 Mt, Airy ; 
= ny d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street address) d. STREET ADDRESS eo Pe sis 
= 
Ss Knee ek SS Ei 2 315 Main St. __ eS NOR, 
3 (AME O Month Dey Yeer 
a 
4 
a 
§ 
UZ 


(Type or print) v 196 
aie SEK Se & COLOR OR RACE|7, MARRIED [anever ‘MARRIED [-] | B+ DATE OF BIRTH a OS re Fr lea Ent 
: jonths| Deys | Hours in 
* winowen[] oor? []| July 22 1874 yrs. | | 


Wa. USUAL OCCUPATION (Give kind of work 
dona during most of working life, even if retired) 


ired Farmer 


13, FATHER’S NAME 


YOb. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


Frederick Co. Md. | U.S.A. 


14. MOTHER'S MAIDEN NAME 


| —*Farming 


Mary KE. Medairy 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, no, or unkown) | (Ifyes give werordatesofservice) 
ae aes = 245569 } Mrs Mapy Murdock Same as # 2 


_No 
ina fon la}, ee ateoie ood 
Al A 
beng 


18. CAUSE OF DEATH [Enter only one cause par li 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


that (1) (we) last 
on the date stated above, 


saw the deceased alive on........... 


ie 
8 
& 
z = | 
LE ew 
a f DUE TO 
o 
© Conditions, if eny, which tb) Wr _ 
ees gove rise to immediate cause re 
iJ (e), stefing the underlying f° OVETO 
3 s2use last fe) a 
wy Zz PART Il, OTHER SIGNIFICANT CONDITION: ‘CONTRIBUT] ‘AS AUTOPSY 
2 2 PERFORMED? 
o Ols : »} ves [] No] 
2 E [200 ACCIDENT WAS UNDERLYING [] | 206, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 1B.) 
° & | OR CONTRIBUTING L] CAUSE OF DEATH 
PS © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
a < 0c, TIME OF INJURY Month, Day, Yeer | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm,» 20%, (City or town) (County) (Stete) 
g fountain? While __ Not While factory, street, office bldg., etc.) | 
3 = p.m. 19 jet work at work 
a 
i= 
o 
e) 
> 


R ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


-OIRECTOR: Aifter this certificate has been signed by the attending physician an 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 sh 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


ola gl Z a ATTENDING, MED. STAFF i ee SINE 
77) Mp, | PHYS. DIRECTOR ro PHYS. Ea oO 
raid 22. GSES ae 22d. ADDRESS 
a8 ! "C.M.Van_Po iry 
“unz ole necenn Ms ALYY. -Mdis... ee = : 
Qs Ee 23a. ean een 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county} “(Stete) 
REMOYA! Pecil "i 
9%o 3/31/65 Pine Grove Cemetery Mt.Airy, Md. 
ve ais (4) ff. f 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. R Y RE 65 vi AR'S SHGNATURE 
sm 7jt (' | C.M.Waltz Box 241 Sykesville, Md. pate APR “T'S te ad ae 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03426 CERTIFICATE OF DEATH ga £7 
1. Le Fi OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institut! LS efice before admission) 


a. STATE b. COUNTY, 
CARR OAK LCOUMNT, MARYLAND. ‘ZL. AW fy CARR OL. L- 
b. CITY DR TDWN (If outside corporate limits, ¢. LENGTH DF STAY IN 1b || c. C DR TDWN (If outside corporate Iimits, write RURAL end give nearest town) 


write RURAL and give nearest town) 


| LESTALYV. =fe fb. | 2 DAYS WESTIN ESTER, s0P, 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. ate 22 


CARROLL Coury CEN. SODPLTALNIE BE. MAL STREET. ves] no PK 
3. Bettas ts Irst Middle Last | 4. ie Month Day . oe 
(Type or print) = / Mk Se Lov R hd. UTA 


deat MARC 4/ oa 
5, Sex 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED[] | & DATE OF BIRTH 8. AGE (in, years A ous EAR wien 


Ff bo WipoweD fx) __vivorcen[_] fy g, LICE poy aie | a Di i 


10a. USUALOCCUPATION (Give kind of workdone| 10b. byte a Sop! OR al iL BIRTH PLACE (County & State, or foreign country) | 12. CEN oi WHAT 


=k 


o~ 
» 


ion papers. Pages 1 and 2 


letely filled in by the funeral 
ft, within 72 hours after dea 


rb 


during most of working life, even If retired) 


IZLIE IW TY 
13. aunt NAME a 7 i Ve OF EVE LI AA Bed h re ES 


CGLORCE SEM, CARR ILE /t COM 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT gag LAMAN ST 


(Yes, no, of unkown) Muvesrzegen i of service) Ses7-s z te 
& 6-03 A035 ARG TREN EE FISHER WEST STR, 1D, 
18. CAUSE OF DEATH [Enter only one cause per line he (a), (0), and (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


‘ IMMEDIATE CAUSE (a). atest Fz — 


TA DUE TO i 
Conditions, If any, which 0) ?) on istics 
gave rise to Immediate 
cause (a), stating the ( DUE TO 


underlying cause last. (©). 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) he en AUTOPSY 


RFORMED? 


yes [] No JX] 


ficate has been signed by the attending physician a 


director, page 3 should be detached for use as the burial-transit permit. Then please re 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part I! of Item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTI IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20%. (Clty or town) (County) (State) 
Hour a.m. While Net While factory, street, office bidg., etc.) 
p.m. 19 at work L] at work 1] 


21. 1 certify that (1) (this hospital) ie i the deceased fro 19. 1965, that (1) (we) last 


saw the deceased alive on 19.4 {—, and that death occurred at 52M, from the causes and pn the date stated above. 
22a, SIGNA 
2 


rt 


IS Cel 


MEDICAL CERTIFICATION 


After thi 


ey TE SIGNED 
ATTENDING MED. STAFF 

pirector [_] Pays. (1 Lis 
2c, PHYSICIAN’ oS ADDRESS 


NAME (Type! AULIQS CHE PKO BS Zz by CRLELW ST, WESTIYIMSTIFRM 


23a. BURIAL, CREMATION,| 23b. TE THERES a2 NAME OF CEMETERY OR CREMATORY De. LOCATION (City, town or county) tiny 


fed with the State Dept. of Health prior to burial, cremation, or removal, and in a 


Page 4 may be retained by the hospital or attending physician. 
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TO FUNERAL DIRECTOR 
should be fil 
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physician and completely 


ing 


-transit permit. Then please remove cagy 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendi 


director, page 3 should be detached for use as the bur! P 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ever 


10 HOSPITAL OR ATTENDING PHYSICIAN: 


vr Ais (4) \j 
15M 4.64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03427 CERTIFICATE OF DEATH 03408 


T. PLAGE OF DEATH Z, USUAL RESIDENGE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a, STATE b. COUNTY / 
Carroll MARYLAND Maryland Allegany Vv 


b. CITY OR TOWN (if outside sorporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN ([f outside corporete limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 


Rural = Sykesville 2mths. ,16da. Cumberland (om itee 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS = 6. 1S RESIDENCE 


Springfield State Hospital 29 Virginia Avenue ves C]_nofl 
3. NAME OF First Middie Last ig DATE Month Day ‘Year 


DECEASED ol 
DEATH ~~ March 22, 1965 


~_ (Type or print) EMMA MAE NEFF 
5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED[]| ® DATE OF BIRTH 9._AGE (In, years | FUNDER YEAR TF UNDER 24 HRS. 


Female White WIDOWED [Xj] DIVORCED [-] 10-31-85 8875 Sealer [rahe oars it 


yrs. 
10a. USUAL OCCUPATION (Give kind of work done | 10b. ee tees OR lie BIRTHPLACE (County & State, or foreign country) | 12. a sg WHAT 


during most of working life, even If retired) f 
Housewife Own - Home Pennsylvania Hyndman Flee 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Joseph Lowry (unknown ) 


15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) | (Ifyes oi i 4 
oO. #: | ae none Springfield State Hosp. Records,Sykesvill 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (¢).7 ERA BE ERY 
PART |. DEATH WAS CAUSED BY: . é 
‘ IMMEDIATE CAUSE (a)._SeDbic bronchopneumonia 
ZL ra) 
if DUE TO 
Conditions, If any, which Septic gangrenous decubitus ulcers 
gave rise to Immediate ©) DULG unt = . 
cause (a), stating the DUE TO “ E 4 
underlying cause last, «__Arteriosclerotic heart disease Years 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN (NPART \(a) 19. WAS AUTOPSY 
BS with circulatory dis turbance other than cerebral arteriosc gsi d 
i e i e_with cerebrovascular accident)behaviorh™® 1M TO 
208, ACCIDENT WAS UNDERLYING F] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part Il of item 18.) TEAC CLOM « 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. factory, street, office bidg., etc.) 
while Not While 
pm. 19 at work] at work 


21. | certify that 4) (this hospital) attended the deceased from_January 6, 19 toMarch 22, 19 that 20 (we) fast 
larch 22 1905, t death wiggred eo ¥: 


saw the deceased I an of tHe causes and on the date stated above. 
2a. SIGNATURE 7 


MEDICAL CERTIFICATION 


| 22b. DATE SIGNED 
ATTENDING MED. STAFF 
A Bietcror CO) Baws, | 3/22/65 
22. NAME Cyne} a “ 22d. ADDRESS 
yee) Naci unsal, M.D. Springfield State Hospital, Sykesvill 
23a. AEMON jet DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
pec : . 
Barret rch 25,1965 Hillcrest Burial Park Cumberland, Mde 
24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
James F, Scarpelli, Cumberland, Ma, he 


SS aoa 


in by the funeral 


lease remove carbon papers. Pages 1 and 
in any event, within 72 hours after dea 


After this certificate has been signed by the attending physician and completely filled 


director, page 3 should be detached for use as the burial-transit permit. Then 


h the State Dept. of Health prior to burial, cremation, or removal, 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within ‘ hours after death. 
should be filed wit 


VR ALS (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03428 CERTIFICATE OF DEATH 03409 
1. PLACE DF DEATH =~ 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. tee a. STATE b. COUNTY 
arrol} MARYLAND ules. Vi rei nia gece et ibee 
b. CITY DR TOWN (if outside corporate limits, c. LENGTH DF STAY IN ib || c. CITY © LotR outside Soom limits, Write RURAL and give fearest town) 
write RURAL and give nearest town) i o 
Sykesville Zyr.lmo,2hidys Sopti SFX 3 
* optile E 
d. RGEC HOSPITAL OR INSTITUTION (if not In = a street address) |) d. STREET Reine a 8. HS 
Springfield State Hospital — x ves] nob 
3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED OF 
(Type or print) GEORGE WILLIAM O' BRYAN DEATH March 19 65 
5. SEX 6. COLOR OR RACE | 7, mARRIED [~} NEVER MARRIED[]| ® DATE OF BIRTH 9. AGE (Io, years | IF UND TYEAR]IF UNDER 24 HRS, 
; last birthday) (Months | Days | Hours | Min. 
Male White WIDOWED Divorced [_] 7-10~76 yrs, 


Oa. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
uring most of working life, even If retired) INDUSTRY cee ‘ ! COUNTRY? 


Blacksmith Virginia U.S.A, 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Alfred O'Bryan Viola Hall 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIAl 3 R 
(Yes, no, or unkown) |(Ifyes give war or dates of service) CRESS TEN RreRMAN 28 3) " AULET ord Ave 2 
No None Misa Ruby, O'Bryan’; Baltimore, Mde 2h218 
18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).] - . RET aie DEE 
PART I. DEATH WAS CAUSED BY: : , = 
TMESIATE Oise ia_Heart failure Weeks 
; 
read DUE TD 
Conditions, If any, which o_Arteriosclerotic heart disease Years —__ 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (oy 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASECONDITIONGIVEN IN PART (2) |19. WAS AUTOPSY 
S Chronic brain aan associated with cerebral arteriosclerosis, with| yes Ed not) 
= | 208, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part II of ftem 18.) 
& | Ok CDNTRIBUTING [7 CAUSE OF DEATH 
& | (IF EITHER, NDTIFY MEDICAL EXAMINER) 
| 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m, While Not While factory, street, office bldg., etc.) 
a 
= Ful 19 at workL_] at work al 
21. I certify that (1) (this hospitgh atjended the deceased from Rirer s 19____, that (I) (we) last 
saw the deceased alive on_2=¢2-O2 ____19__, and that death occurred at2® 5 the causes and on the date stated abpve. 


= =_ = > “9 . 22b. DATE SIGNED 

sy f 
Wicd (0 Lidize. un MR" Won CHAE cal 3-23-68 
7 ig ADDRESS Springfield State Hospital 
Octavio A, Ruiz, M.D. 


Os, * 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


MOVAL (Specify) p 
Pemapad PAgles Mod = Lol vd 
24. FUNERAL DIRECTOR ADDRESS Py; 21 7 25a, REC'D BY RE 
tm}. Ubtchpeuddfne Sebo 2 we: oie MAR 2 4 


22a, SIGNATURE 


22c, PHYSICIAN’S 
NAME (Type) 


The faw requires that the death certificate be executed within ‘ hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


oooh, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


saw the deceased alive pnts o/e/ = 198) d that death occurred ate: 4 causes and on the date stated above. 


P from 


2a, SIGNATURE y, 22b. DATE SIGNED 
— ATTENDING MED. STAFF 
Le M.D. PHYS. []__pirector C] _PHvs. 3/12/65 
ringfield State Hospital 


ICTAN'S 22d. ADDRESS Sy 
ys”) Naci Buyukunsal, M/D. | 


23a, BURIAL:CREMATION, 230. DATE THEREOF . MEJERY OR GREMATORY, g¢ LOCATION {Cjty, town or county) (State) 
REMOVAL \Specify) 3 f Z “ be 2 
; Lea y) Hanes | 
SPCTOR p is 


ear aviortin am weaisTatwh douatune 


esville, Maryland 


é 
= ’ CERTIFICATE OF DEATH : 
FS 
2: 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
cos a. COUNTY a. STATE Wy Hand b. COUNTY 
PRS Carroll MARYLAND axy: 
= Bis b. CRN ar ceRcrccrr eas Halts, c. LENGTH DF STAY IN 1b || c. CITY DR TDWN (If outside corporate limits, write RURAL end give nearest town) 
oe ind give Test town, 
ease ural--Sykesville 26y. 8m. Gd. || Baltimore 3oeol- 
3 ees d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8 PU Aes 
=—i> P o . a 
Ege / Springfield State Hospital 1620 Clinton St. ves] wot 
> 
Sse 3. AGS First Middle Last a DATE Month Day * 
oD . 
(Type or print) Mollie = Ochs DEATH 2 12 45 65 
Oo 
d FE 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR IF UNDER 24HRS. 
@ 4 ee Ae eee 26/186 last birthea) | wonths | Days | Hours | in. 
BES female white wippwep [7] DIVORCED [-] 9/ S 101 yrs. 
head 0a USUAL OCCUPATION (Give Kind ofworkdone) 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
og during most of working IIfe, even If retired) INDUSTRY gg LE 
3a8 jobs Maryland SA 
=¢ S 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
BES Lawrence Ochs unknown 
Bes Was DECEASED EVER INU S- ARMED FORCES? )] 16: SOCIAL SECURITYNO. | 17.” THFORWANT ‘Address 
b= unkown: yes give war or dates of service: J i 2 re 
BE = no unknown Springfield Hospital records, Sykesville 
=) — 
2 2s 18, CAUSE OF DEATH {Enter only one cause per line for (a), (b), and (c).] TATERVAL BETH EEN 
Ege PART |. DEATH Was causeDE Cardiac failure years 
wh , 
Bee | | 422 Bue a , 
“35 Conditions, If any, which w)__ Arteriosclerotic cardiovascular disease years 
Bae gave rise to Immediate ae 
pa oe cause (a), stating the 
Ps ne underlying cause last. ©. 
SS & | PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPARTi(a) 19. WAS AUTOPSY 
235 i: Ss PERFORMED? 
Bus 0) s chizophrenic reaction, hebephrenic type in a mental defective yves[] NO 
(Saks f= Oe OE Ce “a Li 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part I or Part I! of item 18.) 
= J 
S22 a EITHER, NOTIFY MEDICAL EXAMINER) 
£28 3 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 208, Reae OF INJURY (Home, farm 20F. (City or town) (County) (State) 
cD a Hour a.m. While Not While ictory, street, office g., etc. 
Ss 2s Fl p.m. 19 at work at work C1 
£26 
wee 21. | certify that #) (this hospital) attended the deceased from 19 to. that Gt (we) last 
35 
ef 
Bos 
oo = 
5 fs 
ie 
= 
= Sz 
2e3 
ota 
= 


> 


ges 1 and 
hours after dea 


ly filled in by the funeral 
papers. Pa 


hin 72 


lease remov 
and in any 


14 oe ian and ¢ 


in| 
I-transit permit. Then 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attend 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
director, page 3 should be detached for use as the buria 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 


Se) 
me) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03430 CERTIFICATE OF DEATH Ud4ij 


1. boty Tg 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before baie 
Ps Carroll ee a. STATE Maryland b. COUNTY 
b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN 1b || ©. CITY OR TOWN (If outside corporate Ilmits, write RURAL and give nearest town) 
alte RURAL SEE glve nearest town) “ 
ykesville Baltimore . Y 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 8 pa ee 
Springfield State Hospital 2506 W. Cold Spring Lane ves] no 
3. di First Middle Last 4. DATE Month Day Year 
DECEASED, © JENNIE FISHER OPPEL BEAM MARC 4, 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [_] | 8 DA7F OF BIRTH [® AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 
* 5 Inet birthday) [Months | Days | Hours | Min. 
female | white wipowen Fe} pivorceD [] 7 yrs. | 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND DF BUSINESS O1 ~] 21. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT. : 
during most of worklo fe, even if retired) se NOESY gs PUSIUPLAGE Mian ae a al COUNTRY? Morals: 
ousewife THOME RUSSTA U.SeA» zed 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Abraham Fisher Yetta LERNER 
as Sears EE) ron 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
own ‘yes give war or dates of service . * : 
"HO | 216-03-5997-) Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per ilne for (a), (b), and (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: k . ONSET AND DEATH 
¢ IMMEDIATE CAUSE (a), d é 
7 © DUE TO 7 = . 
Conditions, If any, which G 5 | xf pps fe 4 5 ‘ 
gave rise. to immediate od) atacad ~A2 
cause (a), stating the DUE TO fi 
19. WAS AUTOPSY 


underlying cause last, {e). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) PERFORMED? 
yes] Nop 


Charen. Par, Aun dime @terecrtel ¢ hewle OiAen Ue ee 
20a. ACCIDENT WAS UNDERLYING fi. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part II of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


Hour a.m. While. 4 Not While 
Aus 19 at work at work 


21. | certify that AYTthis hospital) attended the deceased from__“""""“? _, 19___, to , 19.45, that @ (we) last 
saw the deceased alive on___23/4  _19/«S~, and that death pecurred at-5 PM, from the causes and on the date stated above. 


22a, SIGNATURE : 20b, PATE SIGNED 
j ATTENDING MED. STAFF pp — 
= a Ss: Hz Mo. Phys. LJ _birEctor (] Pays. 2] t10S 
Bie, PHYSICIAN'S ; k d. ADDRESS 


20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) (State) 
factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


NAME (Type) VS Hes pringfield State Hospital, Sykesville 
23a. BURIAL, Rp | 23b, ey THEREOF 


R pec 5/65 
24. FUNERAL DIRECTOR ADDRESS 


OL LEVINSON & BROS, INC, 9910 REISTERSTOWN RD 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
AGUDAS ACHIM ANSHE SFARg) ROSEDALE, MARYLAND 


25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


pare MAR 9 1 5_fOhorbee Qovdgne 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys! 


2 q 
HYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 
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| or attending physician. 


completely filled in by the funeral 


Pages 1 and 2 


apers. 


ly event, natn 72 hours after death 


ve carbon 


transit permit. Then plel 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, ai 


15M 4-64 


in} 


MEDICAL CERTIFICATION 


WL 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03437 CERTIFICATE OF DEATH 03412 


1. PLACE OF DEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence hefore admission) 


SUC OU WINE See a. STATE yen’ 8g 
CA RAR OLL MARYLAND VL VA. LAD CLR ROL 
b. CITY DR TOWN (if outside cor porate. Jimits, c. LENGTH DF STAY IN 1b || c, CITY DR 'N (If outside corporate limits, write RURAL and give a town) 


write RURAL and give nearest town 3 DAYS 1D So lV Bei CE 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) ck STREET AOORESS 


6. cy Wee ae 


l Lf fs Chl Lo IE HOSPITBLN Ek67L WAY ad "no 

3. ee ae First Middle Last 4 are Month Oay Year 
(Type or print) ELAER WESLEY LITTANG WEEK | vex 78K 7 _ WES 

5, SEK ©. COLOR OR RACE inTH 9, AGE (In years | IFUNDER 1 YEAR FUNDER 24 ARS. 


7. MARRIED [_] NEVER MARRIEO[_]| 8 DATE OF 


last birthday) saa Oays 


Hours Min, 


12. CITIZEN OF WHAT 
OUNTRY? 


WIDOWED pivorceD [] 4) of¥E~ Sy / (tia £0 yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & Staff, or foreign country) 
during most of working life, even If retired) INDUSTR Z Mh, 


14. MOTHER'S MAIDEN NAME 


PITTING-ER we LURULE LP EPP 


13.” FATHER’S NAME 


DECEASED EVERINU.S. ARMED FORCES? | 16. AA 17. INFORMANT Address SOLD 
We. no, or unkown) hea war or dates of service) 
1S - 24-269 SVURCARET. REESE UWttN PRIAGE 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] . y aerane wente. 
PART |, DEATH WAS CAUSED BY: « +> ig: 
. IMMEDIATE CAUSE (a) C5r0~ (dae mee 
tw 
if 4 DUE TO 
Conditions, If any, which (). 


gave rise to Immediate cine —— 
cause (a), stating the _ ey 
underlying cause last. (©) re ‘ RES * CM gn Op eet De sea 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL OISEASE CONDITION GIVEN IN PART 1(a) |19. eeu eae 


yes[] NOT }- 
20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part Il of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 


Hour a.m. While Not While factory, street, officebldg., etc.) 


p.m. 19 at_work at work 


21. I certify that (I) (this hospital) attended the deceased from_4H=“- 2G 1943") to_Jeeon {19 that (I) (we) last 


saw the deceased alive on__*te~/, _19.G.¢ and that death occurred at/ 25 M, from the causes and on the date stated above. 
22a. SIGNATURE 220, he pe 


PO Si flee¥ 5 — wo. PAYS "° [}—bintoror CBAs. Fol 3 hsx 


PHYSICIAN’S Oe ADDRESS 

NAME (YP) J 6 Has S. AAR SWEY 1D 0 Semaine : Seems te 
23a. Bie" crema 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 

gies \Dekens Shs Pipe CREEK CARROLL Co DY 
“OO. ERAL DI Ro y ADDRESS Y, 3 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


hin 24 hours after 
led in by the funeral 


on papers. Pages 1 and 2 should 


complete! 
in 72 hours after death, 


ith certificate be execut 


jeal 


RECTOR: After this certificate has been signed by the attending physician. and 


director, page 3 should be detached for use as the burial-transit permit. Then please remo 


R ATTENDING PHYSICIAN: The law requires that the d 
y be retained by the hospital or attending physician 


* 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ef 


IO HOSPIT., 
death. Pag 
TO FUNER. 


VR ANS (4) 
15M 7/64 


oF 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03432 CERTIFICATE OF DEATH 03413 
ds pena oF DEATH mM Aw che 6Ten. 7A care RESIDENCE (Where deceased ee ees Residence before admission) 
( AR ROLL. MARYLAND YA and ARRoL 
b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN 3b ©. CITY OR TOWN (If outsida corporate limits, write RURAL and give nearast town) 
write RURAL end give nearest town) 07 
chectee 2Qme. Bide Westminster i he 
d, NAME & HOSMIAL OR KISTITUTION {if not in hospitet, give street eddre: ] d. STREET ADDRESS IS RESIDENCE 
L OG A MAN si ON A FARM? 
Seve vic wd Vues, fg home. Manchester. A uh LibexTe SF _ __| ves 1] No far 
last 4. DATE Month Day Year 
DECEASED or 
(Type or print) ues ie. Fraud DEATH Wn Arch 1G Gis 
‘5, SEX 6. COLOR OR RACE]7. mapnieD [Never maprigo [-] | & DATE OF BikTH 9. AGE {In years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
last bithdey) |Months| Days | Hours | Min. 
M wW wipoweD [E}~ _ivorceo [|] 1979! 85 | | 


10a. USUAL OCCUPATION (Give kind of work 
ne during most of working fife, even if retired) 


TDb. KIND OF BUSINESS OR INDUSTRY 

‘ 
ivezed Wik Fam ino 

13, FATHER'S NAME ee 


Ac ob Fravk Ravee 


Tl. BIRTHPLACE (County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


Caegoth Cy. md. | ysa 


14, MOTHER'S MAIDEN NAME 


meaey ElzpbetA Bond 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 7. INFORMANT Address 
(Yes, no, or unkown) | Ifyesgivewarordatesofservice) 
ios Dip-43-Ji0U Wood Row Kaver (Sow). a 
1B. CAUSE OF DEATH [Enier only one cause per line for oe 1b), end(c], "INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY, é, ~~ Tegra 
ol CAUSE (a) Rr ee weer Qt ~ a a Aye 


4 2° p 

UE TO ee. 3 
Conditions, if any, which tb) a OT Cornel 
gave rise to immediate cause | aoe - wv" ST = 


fa), steting tha undarlying 
fe}, cal 


cause 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN | IN PART He) 


z “19. WAS AUTOPSY 
ro PERFORMED? 
5 7 tt te em, re MG eres Sa ves [1] no [~~ 
E [20a. A€CIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED /"fEnter nature of i risa in Pert | or Part H of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
© [UF EITHER, NOTIFY MEDICAL EXAMINER) 
< | 2c. TIME OF INJURY Month, Day, Year) 204. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, | 20f. (Cily or town) ~ (County) (Slate) 
HGR: aa. While __ Not While factory, street, office bldo., ete.) | 
aa 19 et work ["] at work 


. | certify that 
saw the deceased alive on... Riis 
220. rengy 


\) Chis hospital) attended the deceased from...J<\/7- ty tonaee 2 L- 1955, that CY) (we) last 
ee A .. and that death Se athe, from the causes and on the date Voted above, 


22b. DATE 


/ { wn ATTENDING MED. STAFF SIGNED, 
/ eee Mp, | PHYS. piRECTOR [_] PHYS. o 
2 BRE ‘f Ht Foord MP. |yarchow ter dd. 3/re/ei- (PD 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 3d. LOCATION ‘Ci town or aia) (State) 
SIP ES Beoer Lor blcades “cath 


MOVAL™{ Specify) 
AL $9 'S SIGNATURE ADDRESS 25a, REC’ 


Bes caMAR 18 196 


PS 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


vR 


20M S-63 


. MARYLAND STATE DEPARTMENT OF HEALTH ‘ 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03433 CERTIFICATE OF DEATH 03414 


#M 
og ——-= 
£ 1 et DEATH 2, USUAL RESIDENCE (Where deceased lived, If institulion: Residence before admission) 
napa = e. STATE b, COUNTY 
gE ___Garroll MARYLAND Maryland Carroll a 
253 b. CITY OR TOWN (if outside corporete limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outsida corporeta limits, write RURAL end give neeres! town) 
ae, 4 Tae RURAL end give neerest town) 
£y2 own 50 years x Taneytown 
2By d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address] d. STREET ADDRESS @. 1S RESIDENCE 
Eas ON A FARM? 
eee York Street A Y : York Street_ ves [1] No Ti 
wan ‘3. NAMEOF First = ~~ Middle S as, Ms | 4. DATE Month “Dey “Yeer 
apt DECEASED oF 
z Tygsiay Paint Georgia Duttera Reaver DEATH = March 2019765 
5 A 5. SEX ]6. COLOR OR RACE|7, MARRIED TCINever MARRIED [-} | 8 DATE OF BIRTH 9. AGE (In years |IF UNDERT YEAR| IF UNDER 24 HRS, 
8 ; 5 last birthdey) |"Months| Deys | Hours | Min. 
‘eZ Female White wibowED ovorceo[] | April 23, 1875 89 om. | | | 
3 10a. USUAL OCCUPATION (Giva kind of work — | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 done during most of working life, even if retired) 
. Housewife Own Home Maryland U.S.A, ~ 
g 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
. George K. Duttera M. Jane Myerly _ - & 
s 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT ‘Address 
= (Yes, no, or unkown) | (Ifyesgive wer ordetesofservice) 
a ll OPS None Ralph Hoffman == Westminster, Md, 
18. CAUSE OF DEATH {Enier only ona cause per line for (e), (b), and (c).] < INTERVAL BETWEEN, 
PART I. DEATH WAS CAUSED BY: i te ~f. ; a eo : php 7 hs 
ks IMMEDIATE CAUSE REELS ae acle 2et<. Hea ef (a em ne 4 erenal GPS, 
Specs DUE TO 
Conditions, if any, which (b) JA ipeiyod cse ress & vene/ YP. 
geve rise to immediate cause . 


(a), stating the underlying ¢ PUETO 
cause lest. {e) 


PART Il. OTHEB-SIGNIFICANT cena CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART te) 9. WAS AUTOPSY 
ic} 
ipadeisitinde, | ves [] NO 


20e. ACCIDENT WAS UNDERLYING [] RIBE HOW INJ ‘CURRED, ii i | or Part Il of item 1B.) 
OR CONTRISUTING [] CAUSE OF DEATH 20b. DESCRIBE HO’ URY OCCURRED, (Enter nature of injury in Part | or Part Il of item 1B.) 


{IF EITHER, NOTIFY MEDICAL EXAMINER) 


200. PLACE OF INJURY (Home, ferm, 208. (City or town) (County) ~— (Stete) 
factory, street, offiea bldg., atc.) ! 


20c. TIME OF INJURY Month, Dey, Year 
Hour e¢.m. 
p.m. 


. 0 certify that (I) (this 


saw the deceased alive on.. 
22e. SIGN. 


20d. INJURY OCCURRED 


While Not Whila 
jet work [7] et work ["] 


MEDICAL CERTIFICATION 


19 


1 
\ 


©... Ew and that death occurred WE o m thé causes and on the date stated above, 


DATE 
ATTENDING. MED. STAFF 
mp. | PHYS. ee OO Pays. ( 3] 2afo ee 


22c. PHYSICIAN’S 22d, ADDRE. 
hae ae <. Si Ke 1eVaev oe Fe Oe Zeer we BBL ae, 5 wot 2 
23a. BURIAL, CREMATION, 


23e. =) OF CEMETERY OR CREMATORY 23d. LOCATI (City, town or county) (Stete) 
Srrte eae’ 


Buria: 3/23/65 Lutheran Demetery ._|_ Taneytown Mary’ and 
AAFONRALDMECTON'SiSIGHATINE// 7 So 5. WZ: ADDRESS 25e. REC'D BY REGISTRAR | 25b. RAR'S SIGNATURE 
C.0. Fuss & Son’ Taneytown, Maryland oarMAR 24 1965 bio a 


le attended the deceased fro , that (1) (we) last 


23b. DATE THEREOF 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev 
@) 


director, page 3 should be detached for use as the burial-transit permit. 


death. Page 4 may be retained by the hospital or attending physician, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


AIS oft 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03434 CERTIFICATE OF DEATH ade 


Best heey as Hinds ee (Where deceased lived, If Institution: Residence before ee 
" b. COUNTY 
Carroll MARYLANO “Saryland Allegan: 


b. CITY DR TDWN (If outside cor; Fey limits, ©. LENGTH DF STAY IN 1b || c. CITY OR TDWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Sykesville yr. LOme. 19 gr Cumberland A) Gals pe 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET AOORESS 6. La uate 


Springfield State Hospital 211 Fairfax Street ves] no fd 
3. NAME DF First Middle Last 4. DATE Month Day Year 


DECEASED DE 
(Type or print) KATIE LEE REYNOLDS DEATH March 23 19 65 
5. SEX 6. COLOR OR RACE] 7, MARRIED [~] NEVER MARRIED [~]| ® OATE OF BIRTH 9. AGE (In years tombs bee | | 


last birthday) poe Days | Hours | Min. 


Female White wioweD [X] DIVORCED {~] 8~7-92 72__yes. 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Housewife Maryland US she 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


George Duckworth Frances Duckworth 


15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
wes iy or unkown) |(Ifyesglve war er dates of service). 


No None Records, Springfield State H - 
INTERVAL BETWEEN 

18. ee .* teed ae ee big Cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
i» og AMMEDIATE CAUSE (a) Acute peritoniti 

nd DUE TO rc . 

Conditions, if any, which w_Necrosis of the anastomosis of the ileum 

gave rise to Immediate 

cause (a), stating the QUE TO 

underlying cause last. {c). 
THI. OTHER = apeipeae SP TO eu HETERMINAL OISEASECONDITIONGIVENINPART 1(@) [19- WAS AUTOPSY 
renic brain me associ avec cerebral arteriosclerosis, DERE 


without qualifying phrase. ves 2} NOV 
20a, ACCIDENT WAS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of item 18.) 

OR CDNTRIBUTING [1] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. White Not While factory, street, office bidg., etc.) 
mi. 19 at workL] at work 


21. certify that (I) (this neers attended the deceased from__5—l_59 19 on Ng 3823-65 19___, that (I) (we) last 
122M fant 


saw the deceased alive o| 19_____, and that death occurred a - orf the causes and pn the date stated above. 


IGNATURE . 

ZZ aes Lek, Y BAY NS (]Bintcror Bus. 3-23-65 

2c. AMYSIGIAN’S 22d. ADDRESS Springfield State Hospital 
NAME CyP®) Agustin del Campo, | Pies 2 


hau ate | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATDRY ies LOCATION (City, town or county) (State) 


“oriak | 3/26/65 Pleasant Grove Cemete Cumberland Maryland —__ 
24, FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR | 25d. REGISTRAR’S SIGNATURE 
"I ; . a all 
vn 6P Ruth E, Silcox Cumberland Maryland D ffecvlig Yuectge 


oa 


in by the funeral 
urs after de 


papers. Pages 1 and 


and in any event, within 


lease remove carbon 


if 


e attending physician and completely filled 


ermit. Then 


Bi 
, cremation, or removal 


ed by th 
-transit 


be filed with the State Dept. of Health prior to burial, 


bs 


MEDICAL CERTIFICATION 


After this certificate has been 
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TO FUNERAL DIRECTOR 


oetet 


MARYLAND STATE DEPARTMENT OF HEALTH 
o4Zys OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ualifying phrase ves i) Nowy 

20a. ACCIDENT WAS UNDERLYING =} 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature Of Injury In Part | or Part Il of Item 18.) 

OR CONTRIBUTING [7 CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


2 bce CERTIFICATE OF DEATH Br: 
pt 
S £28 I. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a Ee a. COUNTY a, STATE b. COUNTY 
5B 273 Carroll MARYLAND Maryland Mon te one ry = 
7] pea Shad b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR (If outside corporate limits, write RURAL and glve nearest town) 
o ae write RURAL and give nearest town) 3 
a <.8 Syke sville 29 dys. Ashton Zs Poa 
= o8n d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. IS RESIDENCE 
+ 23h i ‘ Pousaieetd ON A FARM? 
Sp 2 Rs Springfield State Hospital 1213 ves] nobel 
£2 U 
s = 3. ae First Middle Last A. DATE Month Day Year 
3 (Type or print) NITA Hall SORORIK ROGERS DEATH March 10 19 65 
2 <3 5, SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [-] | © PATE OF BIRTH SAGE (Tn a7 oy FUNDER 24 HRS. 
&o wena . lonths | Days | Hours | Min. 
8. EES Female White wipoweD [qj pivorceD [] |9=Q=-1881. yrs. 
Oh ge nie 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
= 3 So during most of working life, even If retired) INDUSTRY Bal imore COUNTRY? 
2 225 Housewife Bang U.S.A. 
"ees Fy 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= . s : = = 
a Ree Monticello Hall Enna Virginia Whitehouse 
s 2,5 15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16, SOCIALSECURITYNO, | 17. INFORMANT ‘Address 
= S26 (Yes, no, or unkown) | (if yes give war or dates of service) : d 
@ REG No N 8 r. Balto., Md. 
3 one ‘ 
a = 4 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
Soa ee PART |. DEATH WAS CAUSED BY: Brione hi reer pe Gilac) 
sSe85 ty ij) IMMEDIATE’ CAUSE (3) ae eRe MODNG PRON 2. 
$3 Bes v mri fe DUE TO 
3 3 Conditions, If any, which (0) 
3 a gave rise to Immediate 
&. ee cause (a), stating the DUE TO 
= underlying cause last, (0) 
= iS PART II, OTHER SIGNIFIGANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. WAS AUTOPSY 
2 2 ronic brain syndrome associated with senile brain disease, without yee 
= 
S 
— 
a 
=] 


20d. INJURY OCCURRED 
while Not While 


20. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
factory, street, officebldg., etc.) 


MEDICAL CERTIFICATION 


Mm. 19 at work at work 
21. 1 certify that (1) (this hospital) attended the deceased from. 2 , 19___, that (1) (we) last 
saw the deceased alive on. 10. 19___, and that death occurred @ ;ttom the causes and on the date stated above. 


7 


22a. SIG RE 22b. DATE SIGNED 


SE ern SI | 3-10-65 
hee ADDRESSSpringfield State Hospita. 
=D. eS) ee el 


232. BURIAL CREMATION, 236. DATE THEREOF — | 238. NAME OF CEMETERY OR CREWATORY 23d. LOCATION (Clty, town or county) (State) 
" (Specify) % 
Buriat 3/13/65 Loudon Park Cemetery |Baltimore, Maryland 


Te w ADDRESS 2a, REC'D BY eee e ns 
Brrmacerte : f je A Aes 4 ope 
lisworth Armacost 4600 Liberty Heights pal DATE MAR 1é 194 if 3 ag o 


faa Awd 
22c. PHYSICIAN'S 


MME GY) Antonius Glahry 


director, page 3 should be detached for use as the burial-transit permit. Then 


Page 4 may be retained by the hospital or attending physician. 
should be filed with the State 


TO FUNERAL DIRECTOR: After this certificate has been s' 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4) 
15M 4-64 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires t 
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Es 


papers. Pages 1 and 


pletely filled in by the funeral 
fent, within 72 hours after de 


arbon 


am 


transit permit. Then please r 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in @ 


ctor, page 3 should be detached for use as the bur' 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


dire 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03436 CERTIFICATE OF DEATH 03417 


. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY | 
MARYLAND Maryland Baltimore City 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH DF STAY JN 1b || c. CITY DR TOWN ([f outside corporate limits, write RURAL and give nearest town) 
write ee and give nearest town) 


Sykesville Baltimore Zoot- 


vs 
d. NAME 3 HDSPITAL DR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS = e. IS ae eal en 


Springfield State Hospital 1526 W, Lanvale Street eC no lk 


|. NAME OF First Middt AT: Month Day 
Deora rs Iddte Last 4. DATE ni iy 


DF 
I) JOSEPH ASBURY ROSS DEATH Mar. th 19 
5, SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED[~]| & DATE OF BIRTH 9, AGE (in years |IFUNDER1 YEAR|IF UNDER 24 HRS. 
© O last birthaay) veal Days | Hours Min, 


WIDOWED [-] __DIVorCED[~] 5-10-83 8] yrs. 


10a. USUAL OCCUPATION ae Ind of work done | 10b. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Grocer (retired) Maryland U.S.A. 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Clementine Ross Charlotte Jenifer 


15. WAS DECEASED EVERINU.S. ARMED FDRCES? | 16. SOGIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes pive war or dates of service) 


No_ 218-32-2938 Records, Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: aM Cl 1 Ge a 
IMMEDIATE CAUSE (a) Pneumonia Ieft and C.V.A days 

‘& DUE TD 

Conditions, If any, which (b) 
gave rise to Immediate 

cause (a), stating the DUE TO 

underlying cause last. (c) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN INPART 1(a)  |19. Beason 


yes[] No &] 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part Il of Item 18.) 
OR CONTRIBUTING [j CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ats PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 


Hour a.m. factory, street, office bidg., etc.) 
p.m. 19 Aye) Nat ute Ol 
21. | certify that (I) (this hospital) attended the deceased fro’ 19___., that (I) (we) last 


saw thedeceased alive on__3—5-65 __19___, and that death occurred 1620Ki from the causes and on the date stated above. 
22b. DATE SIGNED 


> SIGRALURE ete 
SPE S ARE") MBiron EAE pal 3-468 
0 RTOS 22d. ADDRESS Springfield State Hospital 


23a. BURIAL, pa -2ab. DATE THEREDF 23c. _NAME OF CEMETERY OR . ey 23d. LOCATION ( ity, town or SOUT» (State) 


EMDVAL (Specify , 
” & eho Dhan. 
24. FUNERAL BIRECTOR tie 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


n and completely filled in by the funeral 
ithin 72 hours alter death. 


jove Carbon papers. Pages 1 and 2 shoul4 


Then please rg 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in a 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physigia 
director, page 3 should be detached for use as the burial-transit permit. 


VR AIS (4) 
20M 5-630 


ie) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03437 CERTIFICATE OF DEATH ne 5418 


1 PLEOE'OE DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence 
= e. STATE b. COUNTY 
Carroll ; MARYLAND Maryland Carroll 


fore edmission) 


b. CITY OR TOWN [if outside corporete limits, c. LENGTH OF STAYIN 1b || c. CITY OR TOWN (If oulside corporete limits, write RURAL end give neerest town) 
write RURAL end give nesrest town) y 
Union Mills 2weeks  |/* _ Rural Westminster 

d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) d. STREET ADDRESS . 1S, RESIDENCE 
|_____—sdMeadow View Nursing Home —¥j =e re T nog] 
3. NAME OF First Middle . a) \4 ere "Month ~ Dey —s Yeer 

DECEASED p 

{Type or print Philip Leverrie Rosgelle | DEATH = March 1g 1965 
ea. 6. COLOR OR RACE|7, MARRIED [A] NEVER MARRIED [_] 8. DATE OF BIRTH a 9. AGE (In years |IF UNDER1 YEAR| IF UNDER 24 HRS, 

ow Jest birthdey) |"Months| Deys | Hours | Min. 
Male White wivowep[] _ vvorcep[]| Dec. 11, 1891 3 yn. | 


12, CITIZEN OF WHAT COUNTRY? 


SEES Ak 


Wide. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | Tl. BIRTHPLACE (County & Stete, or foreign country) 


done during most of working life, even if retired) 7. 
nt General Store| Georgia 


Mercha: 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


z Tate : — =. 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyesgivewer or detesol service) 
Yes wi 257-10-2904|Mrs. Sarah E. Rosselle R##, Westminster ,Md. 
18. CAUSE OF DEATH [Enter only ong-ceuse pygline for (e), (bj, end (c) <7 INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED 8Y; Oral, True core. INSET AND DEATH 
("IMMEDIATE CAUSE ( eS 
Xf 7 Ax DUE TO 
4 Conditions, if eny, which (b)_ = = 


geve rise to immediete cause 


{e), steting the underlying { DUE TO 
couse lest, . e) 
z PART Il OTHER SIGNIEICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART@(e}| 19. WAS AUTOPSY 
< es [} NO 
© [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Peffll of item 16.) 
& | OR CONTRIBUTING [) CAUSE OF DEATH 
&G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
% |20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) Grete) 
a Hour e.m. While Not While fectory, street, office bldg., ete.) | 
Z ay 9 et work [ ] et work [_] 


ie Be AD that (1) (we) last 
, from fe causes and ‘on the date stated above. 


22b. DATE 
SIGNED 


21. | certify that (I) (this hospital) ee the deceased fro poet. fesseage 
saw the deceased alive on... ¥.s4Ad.. Le AAG, and tht Yeath occurred at/. 

ATTENDING 
Mp, | PHYS. 


me Rate) R E\eees ei Lye ns| 15" 


23e. BURIAL, CREMATION, 23b. DATE 3 saearor 23c. NAME OF CEMETERY OR CREMATORY 


REMOVAL (Specify) 
ght 2 Baust Cemetery 
SIGNATURE’ Z + /) ADDRESS 


Taneytown, Marvland 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03438 CERTIFICATE OF DEATH pat Q 


5s tz O4 
¥ 28 1 [Sate et ~ 2. USUAL RESIDENCE (Whare deceasad lived, If institution: Residence ‘ admission) 
Pr nn : . STATE b. COUNTY 
§ eae Carroll rere & Maryland Carroll 
<= pes b. CITY OR TOWN [it outside corporate limits, ©. LENGTH OF STAYIN Ib || c. CITY OR TOWN [If outsida corporate limits, writa RURAL and give nearest town) 
~~ Ba write RURAL and give neerest town) * 
ia £38 Westminster 35 yrs 7 Westminster 
=< 28 ae d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) ‘yd, STREET ADDRESS : a Re ies 
= : ‘ ON A FARM? 
Ye x 276 . Main Street 276 EB. Main Street ves [] No EK 
MS Bey 3. NAME OF | First Last 4. DATE onth Day Yer 
aah 3 OF 
Eos play HERMAN WILLIAM SHAUCK DEATH March 10 1%5 
5. SEX ~ |6, COLOR OR RACE|7, MARRIED PX] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR) IF UNDER 24 HR: 
st birthday) | Months] Days | Hours | Min. 
male white winowen[] _ vivorceo[] | Oct. 28, 1903 lent Hate ee | 


“WOa. USUAL OCCUPATION [Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


clerk grocery store Gamber, Carroll Co., Md.| U.S.A. 
13, FATHER'S NAME > "714, MOTHER'S MAIDENNAME — = 
William N. D. | Eliza Barber 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (lyetgive warordatesof service) 


17. INFORMANT Tap Address 
Edwin W. Shauck 42° ligtgaret Ave. 


Z Westminster, Md, _____ 
1B. CAUSE OF DEATH [Enter only one cause ‘Bine for (a), (b), and (el thr ~) WNTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ¢ C ONSET AND DEATH 


16. SOCIAL SECURITY NO. 


213-05-1397 


Then please remove, 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev 


ires that the death certificate be execu, 


ed by the hospital or attending physician. 


d by the attending physician a 


gave risa to immediate cause 
DUE TO 


> IMMEDIATE CAUSE (a) = £ 
& ) oa 

= / x DUE TO 

ig Conditions, if any, which (b) 

2 

3 

= 


(a), stating the underlying 
cause last. (c) 


After this certificate has been signe 


8 
a 
esl 
£ 
2 
= 
a 
a. a ee _ a 
te ‘ore Zz PART IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE E TER: ASE CONDITION GIVEN IN PART ita) 19. > WAS AUTOPSY 
iS! 8 Ae 4 — PERFORMED? 
3 ° aks ves [] NO 
3) = © | 20a. ACCIDENT "WAS UNDERLYING []) 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 1B.) 7 2 
& E {OR CONTRIBUTING [] CAUSE OF DEATH 
ao 0 G PIF EITHER, NOTIFY MEDICAL EXAMINER) 
3 Bs - :| ~ = 
KY qe % | 20e. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
5 B & ine ee While __ Not While factory, street, office bldg., etc.) | 
Be so = 9 at work at work [_] 
5 
Ws e 
E OB 2. 1 certify that (I) (this hosp; Pp ended the deceased from... Ff, ATT. cecey f, at, that (1) (we) last 
2 — t 
peck: saw the deceased alive ony f /). gh. bY ath occured , from‘the causes and on the date stated above. 
Gans ~ 3 ; “ib. DATE 
ATTENDING MED. STAFF SIGNED. 
«: p. | PHYS. DIRECTOR [7] PHYS. WES 
& oe oe —— 
pr 2idy A 
Bi fa a 
woes | eH WO go Za hae (Se 
zg RB 3a, BURIAL, CREMATION, | 23b, DATE THEREOF "| 23¢. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (Civ, town oF Saree (State) 
= REMOVAL | (Specify) 
oP O% urial [3/13/65 _ Westminster Cemetery Westminster, Maryland 


REC’D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 


Pageres f , Lota, = Dek salt 15 196! on 


VR AIS (4) 


24 FUNERAL DIRECTOR'S SIGNATURE 
15M 7/61 ‘ < 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03439 ce MEDICAL EXAMINER'S CERTIFICATE OF DEATH U3420 


= 
i—} 
=) 


PLACE OF DERTH 7 || 2. USUAL RESIDENCE (Where deceased lived, If insftutiom Residence before adi 
o 7 * | a, STATE b. COUNTY 
& 
ge? Leas Carroll MARYLAND Maryland Carroll 
3.=68 b. CITY OR TOWN (if outside corporate fimits, €, LENGTH OF STAYIN Ib || c. CITY OR TOWN [If outside corporale limits, write RURAL and give naerest town) 
ZOse Ter RURAL end giva naerast town) lp 
vee { 
oiSke aneytown Minutes | / Detour 
>ls as d, NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street eddress) | d. STREET ADDRESS IS RESIDENCE 
aa 4 ON A FARM? 
Sue X | 
a: ves [] nog] 
BS ~ : 
€ oS a < why PROT First Middle Lest 4, DATE Month Day Yer tea 
eat OF 
=ei83 (Type or pri Heward Smith pare «= Mareh 26 
Se 7 = 
Fd a S. SEX 6. COLOR OR RACE |7, sARRIED JE] NEVER MARRIED 8. DATE OF BIRTH 9. AGE Ine IF UNDER 1 YEAR| IF UNDER Ea 
gua ley) | Months| Days | H Min, 
5 BENS male white | wioowe DIVORCED Janell, 1891 wits yn. | ee | 
Eales Ibe. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stale or foraign country) 12, CITIZEN OF WHAT COUNTRY? 
Shas donapiiing mast af working life, aven if ratirad) | 
gees ainter Contractors | Pennsylvania USA 
a. ae : ——_- 
me 3 & $3 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME > 
a 
ee Samel Smith Tda Breoke 
a. 5s 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT — Address =| 7 
sale (Yes,.gp, or unkown) | (Ifyescive werardetasofsary 
par a) ae 
at Yes wie” l-01-1107 Helen F. Smith Detaur , 
ee. . CAUSE EATH [Enter only one fine for (a), (b), and (c).) ‘ 
ees PART |, DEATH WAS CAUSED BY: te 
SHE , IMMEDIATE CAUSE (a) / 
zs uy. 4 oo P 
Sac / DUE TO 
255 
OB¢ Conditions, if eny, which (b) 
“oo seve rise to immadiata caura 4 *a 
a (a), stating the underlying | 
& couse lest ij [ia ee 
2, PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e); 19, WAS AUTOPSY 
PERFORMED? 
* 
| ves [] NO 
“ x) 
2De. EXTERNAL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURED. (Enter netura of injury in Part | or Pert II of item 1B.) a 


PRIMARY [] or CONTRIBUTING [] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED 2De. PLACE OF INJURY (Home, farm, | 2Df. (City or town) 


MEDICAL CERTIFICATION 


(County) 
Meus were: While __Neot While | factory, street, office bldg., etc.) 
Bim: op. Jet work [] at work [] | \ 


21. I certify that | took charge of the remains described above, held an Autopsy [_]. oe Inquiry [_], and in my opinion 
death resulted from: cident eh Suicide [sh Homicide (a Un€etermined manner oO 
CHIEF MEDICAL EXAMINER 


Natural causes 


e certificate, writing the word “pending” in pencil in Ii 


4 should be forwarded to the Chief Medical Examiner 


(DICAL EXAMINER: This certificate should be execu 
TO FUNERAL DIRECTOR: Page 3 should be used as a bi 


Health or its designated agent, prior to burial 


aS 
& poruer id tty ap, ASSISTANT MEDICAL EXAMINER a2 ) i) 
5 DEPUTY MEDICAL EXAMINER 
2 $ Nauti /Me Glenn Speicher FERS fe. Bo , 
a 3 ; 22e, pinoy § TON, | 22b. ‘DATE THEREOF | 22e, NAME OF CEMETERY OR CREMATORY | 22d. LOCATION (City, omerton Tewhship 
98 urial” 3-30-65 (Calvary Cemetery Montgomery Ce. Penna 


ADDRESS: 24a. REC'D BY REGISTRAR. 


i _Thurment, MG. MAR 80 1965 


24b. REGISTRAR'S SIGNATURE 


< 
4 
= 
& 
a 


5M 1/62 


J. FUNERAL DIRECTOR 
S 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 03440 CERTIFICATE OF DEATH 93421 
3 i3 2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare dacaased lived, ll anil Rasidanca belore 
2h ee Seay a. STATE b. COUNTY 
he C MARYLAND Ma Balto. 
Seats b. CITY OR TOWN [if outside corporata limils, «. LENGTH OF STAY IN 1b ~&. CITY OR TOWN (If oulside corporate limits, writa RURAL and giva naarast town) 
Nae writa RURAL and giva naarast town) im Balti Ss 
© =e Rural ~~ Sykesville years altimore 121 : 
= aS 4 d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva stree! addrass) d. STREET ADDRESS ] e. IS RESIDENCE 
2 SS fy ON A FARM? 

,2°) 

@ B 2g 1 siblett. Nursing Home ___||_ 6416 Blenheim Rd. ‘es SNC 
= 28n 3) NAOT om Middle Last 4. DATE Month Day Year 
Pore (Type er prim) NELLIE M. gf Aa ‘tA DEATH Habe ee 1965 

= S. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9, AGE (In yaars IF U 


7. MARRIED [_] NEVER MARRIED [_] 


EAR| IF UNDER 24 HRS. 
lest birthday) } 


eee | Hours Min. 


wipoweD K] —vivorcep [] 


Feb. 14 


yes. 


5 0a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or ioraign country) | 12. CITIZEN OF WHAT COUNTRY? 

2 dona during most of working lifa, evan if retirad) | 

8 13. tired — Re Generel |) 14, MOTHER'S wagehgrado _ — Ue 8. Ae = 

3 i Camelleri 

3 Honea aS se BETA 16. SOCIAL SECURITY NO.| 17. INFORMANT ’16 Blenheim Rd. | 
No 156- 36-094 Mr_ Benjamin G.Smiyh Balto. Md21212. 


18. CAUSE OF DEATH [i [Entar only ona cause par lina for (a), (b), and (c).] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a) fare tee ‘a ae CS 2 be 
Lay DUE TO. 


Seabee Ae ast b) Luthablige | flibota'»eclbig on, 


gava risa to immadiata causa 


; 
(2), stating the undarlying  OUETO y 4 Leo ¥ 
onacat. WS x ning CLLES 5 oa 
PART I]. OTHER SIGNIFICANT Se ee CONTRIBUTING TO DJ 'H BUT NOT RE po, TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tel, ) 19. WAS AUTOPSY 
Utter tt 72-5 region . 


PERFORMED?_ 
20a. A “WAS Taran 1) | 208. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in =i of Part Il of itam 18.) 


-transit permit. 


. Of Health prior to burial, cremation, or removal, and in any event, 


a 
a 
> 

= 
a 
a 

= 
aol 
c 
= 
w 
© 
= 
> 

a 

3 
@ 
"3 
a 

a 
ic 

3 
a 
2 

a 
2 


~, 


ves [] NO a 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20¢. TIME OF INJURY Month, Day, Yaor 


MEDICAL CERTIFICATION 


20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, * 20f. (City or town) (County) ~ (Steta) 
oie vetaet While ___ Not While factory, siraal, office bldg., atc.) | 
p.m, rT) at work at work H 
. | certify that (I) (thi ine ve the decegsed-from..... ih. i Ar TRE % 96 a 2, that (1) (wey last 


saw the deceased alive on.. 


44, and that death occurred a0 SQM, from the causes and on the date stated above. 


er Sa Acede Bou ATTENDING. STAFF ae pienED 
Ts mo. | PHYS. 1 Beeron Tales. ee 7S tee hac 
7ac. PHYSICIAN'S ear base LD) VE, ji tee a 22d, ADDRESS 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. iscanon {c 
REMOVAL Tipad 


Cremation 3/15/65 Loudon Park Baltimore, Mds “ 
24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS 258. REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 
oaTBAND | 7 ps thowle, Wlestge. 


232. BURIAL, CREMATION, 


, town or county) 


e 
4 
3 
‘a 
S 
a3 
a 
oa 
Aa 
o 
= 
1 
a 
. 
3 
zg 
a 
& 
3 
= 
@ 
= 
> 
ey 
ae) 
® 
AS 
5 
2 
> 
Fo 
(= 
~ 
© 
a 
© 
a 
£ 
o 
o 
i] 


director, page 3 should be detached for use as the bi 


be filed with the State Dept. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificat 


TO FUNERAL DIRECTOR: After this cer! 


C.M. Waltz, Box 241,Sykesville, Md. 


20M S-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ae 03441 CERTIFICATE OF DEATH 
ao S 
3 2238 1 ae 2. USUAL RESIOENCE (Where deceased lived, If Institution: Residence before adralssigh) 
<. Sere et a. STATE b. COUNTY 
5 27s Carroll MARYLAND Marvland abbots 
ts bedhead b, CITY OR TOWN (if outside apres limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write R and give heare’ ny 
p BEe write RURAL and glve nearest town 9 Months 
5 c« 8 Sykesville 3 Sa01 Lt 
o wm. ial = ‘ = 
= 3 an d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |; d. STREET ADORESS e. Pet ie Se 
oe hee 
N S88 /5' Springfield State Hospital 4500 Pall Mall Road ves] noid 
s 3s se 3. NAME OF First Middle Last 4. DATE Month Day Year 
= Bae Ciype er print MOLLIE INN) TE bE f 2 65 
2 = ype OF Pi 6 (NEN) STEIN DEATH I) acd 7 19 
3 @. : 5. SEX 6. COLOR OR RACE] 7, maRRiED [-] NEVER MARRIED [3] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
B se r 5 last ir day) \Months | Days | Hours | Min. 
2 Female White WIDOWED [_] Divorced [| | - yrs. | 
c 10a. USUAL OCCUPATION (Give kind of workdone| 10b. ne oe EpSINES OR 2 BIRTHPLACE (County & State, or foreign country) | 12. pat ee WHAT 

3 = 2 during ger working life, even If (rata iy AT LOR 
S) ane Store keeper (retired Russia eae 
8B 2: 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= 5 
= Es Unknown 
oS 5s 15. WAS DECEASEO EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
£ 2: (Yes, no, or unkown) | (If yes gite war or dates of service) aa 
s °s no nknown 
3 3 
i = 18. CAUSE OF OEATH [Enter only one cause poxline for (a), {p), and (c).] s INTERVAL BETWEEN 
Se ee PART |. DEATH WAS CAUSED BY: ee 
BSc vy» \,|MMEOIATE CAUSE {a). 

co 7 - A 
beard + DUE TO 
se ¥ Conditions, If any, which (b). 
Su gave rise to Immediate 
2s cause (a), stating the DUE TO 

i underlying cause last. 
=o pa LMU Ea Ly {c} 
om = PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) [19 EE ES 
Ay S" 9c. eae 
2s fo) 
(= 


vhronic brain syndrome associated with cerebral arteriosclerosis, with| ves] No pd 
208. AS ONDERE f) * | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part Il of Item 18.) 
OR CONTRIBUTING [} CAUSE OF DI 


H 
(IF EITHER, NOTI EDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
While Not Whil 24 factory, street, office bidg., etc.) 
at workL_] at work {| 


|) attended the wet from___6~26-63 , 19.2? _, that (1) (we) last 


je _, and that death occurred PENI es the causes ate on the cise stated above. 
| 22, DATE SIGNEO 


wo. PAYS. “°[] Binecron C1 favs, Gti March 27, 1965 
se MOORES “Springfield State Hospital 


20f. (Clty or town) {County} (State) 


MEDICAL CERTIFICATION 


19 


page 3 should be detached for use as the burial 


HYSICIAN’S 
NAME (Type) 


Samuel P. Wise ZiI 
23a. Cee 2ab. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 


3/30/65 OHEB SHALOM 
24. FUNERAL DIRECTOR 
SOL LEVINSON € BROS. INC,6010 PETSTERSTOUN RD 


Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certificate has been signed by the 


director, 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in a 


23d. LOCATION (City, town or county) (State) 
BALTIMORE MARY LAND 


25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


oatz APR 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 3423 


2 


$5 JS ~ 
tae 1 wuxck OF D: ~ i 2. USUAL RESIDENCE (Where deceased lived, If Inslitution: Residence before edmission) 
5 ‘ 

ee. a, STATE 2. b. COUNTY 

5 eng si vre 7 enn sylanre Jot Ke 

= ‘= 3 b. CITY iy A if outsi aor es ¢. LENGTH Ge STAY I ¢. CITY OR TOWN (If dutside corporate limits, write RURAL ghd give neerest town) 

= “ig se st town ; e ; 

a icy LTinches < | ¥en, Vlanever 5 XS 

ra C7 EOF HOSTAL OR INSTIT! IN if not in hospital, give street address) d. STREET ADDRESS e. Ain 

¢ 3 a _heeguian LS é i ate ie re Lem)» i Ave : ves T 4 
an Beet C ok ~ Middle = ~ Last + DATE Month Day “Yeor 
nw # i 
= ype or print) , LOY ER. DEATH Sdarc. zo 19 
3 {6 et Sees Me 2. ae NEVER MARRIED 8. DAJE OF BIRTH "19. AGE (In years |IF UNDER T YEAR) IF UNDER 24 HRS. 

QO O ba 54 2 lest birthday) pa Days | Hours | Min. 
et (e_ wivowen [{__vivorcep [7] 4, / Ws | G2 yrs. | 
BIRTHPLACE {County & Stote, or Kreign country) 


|. USUAL ee wt a of work 
done ny st of working life, even if retired) 


freuse wife 


13, FATHER’S NAME 


Alhbesi- Ee a 


1Db. ro OF BUSINESS OR INDUSTRY | ive 
| 


. CITIZEN OF WHAT COUNTRY? 
nies easxer_ G wnty BSN. . 
14. MOTHER'S MAIDEN NAME 


25 a5 ee. Cz 


jal-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


pave rise to immediete cause 
{e), stating the underlying 
cause lest. (e) 


ihe WAS epee ie IN US, seeD font ; 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 7) 
fos, no, of unkown! ‘yes give weror dates of service: 
36-73 | Ke a Kits Hanover Fenana, 
=e iC lo 7 TS? | V4 Xa) IAS 
iter only one cause pi r (0), {b}, end {c}.) q INTERVAL BE’ 
PART I. DEATH WAS CAUSED BY: a aan AND BEAT 
IMMEDIATE CAUSE (0) = 
ye Aa ir 
7 / DUE TO 
Conditions, if eny, which (b) A Se Aa a > 


DUE TO 


te has been signed by the attending physician and completefy «i 


19. WAS AUTOPSY 


3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) WAS AUTOPS 
1s . ves No) 

f [20a AccIDENT was U UNDER ba 20b, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 

| on conrria F DEATH Baca — Stelios 

8 {IF EITHER, THEY MEDICAL EXAMINER) — te EE 

3 | 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, » 20f. (City or town] {County] (Stete) 

a me While Not While factory, street, office bldg., etc,} | 

= ae) ot work " —ee 


21. I certify that (I) (this hospital) ajtended the deceased from@rregn..G. vss 196% fo. Mack td, 19633 that (I) (we) last 
2e0.....19ES fF and that death occured a@hM, from the causes and on the date stated above, 


be retained by the hospital or attending physician. 


MRECTOR: After this cer! 
director, page 3 should be detached for use as the b 


TO HOSPITA@g,OR ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


the eased alive on. JAMS... 
5 > “226, DATE 
ATTENDING MED STAFF 
mp. | PHYS. a pirecror ["] PHYS. [7] * YaoJba f 

3 re “ ADRESS 
8 
“Es / ass <= f, LID |i ysl EAD ale Lard 
e4 = B _ DATE THEREOF Vie, OR_GREMATOBY 23d. LOCATION "Mingatr, town or s. 2 
8 ; 
uv 

2 Zi — 
VR ATS (4) 2 RAL stig wa he ADDRESS 250. REC'D BY Matter 2Sb. RE ah ie age 
1sm 7/61 ie pie _| pate MAR 2 51 19 bh a, a 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires 


= 


pletely filled in by the funeral 
Pages 1 and 
within 72 hours after de 


arbon papers. 


nt, 


lease 


ied by the pT physician 
en 
I, cremation, or removal, and in 


-transit permit. 


= 
= 
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S 
3 
re 
2 
3 
2 
=] 
f=) 
= 
Sst 
Nn 
= 
= 
= 
= 
=] 
2 
= 
= 
=] 
2 
4 
o 
@ 
a 
2 
2 
3 
Ss 
eS 
c 
S 
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< 
S 
3 
Cy 
3 
© 
= 
= 
5 
= 
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After this certificate has been 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 
should be filed with the State Dept. of Health prior to burial 


director, page 3 should be detached for use as the buri 


VR A15 (4) 
15M 4-64 


}3 


my 


> 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03443 CERTIFICATE OF DEATH 5424 


1. PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssipn) 
a. COUNTY a. STATE b. GOUNTY va 
Carroll MARYLAND ryland rince George's 


'b. CITY OR TDWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) . 


_Sykesville B7yrlimolhdys | Bowie bak 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS 6 oye 


Springfield State Hospital Unknown yes(] nok] 
3. Bee First Middle Last ie DATE Oay Year 


DE 
(ype or print) GERTRUDE H. STRAINING DEATH 19 6! 
5. SEX 6. COLOR OR RACE |7, maRRIED[-] NEVER MARRIED x] | & OATE OF BIRTH 9._AGE (In years [IF UNDER 1 YEAR IF UNDER 24 HRS. 


Female White WIOOWED [7] DIVDRCED [] 7-26-85 3. = eel PSS | a 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 

during most of working life, even If retired) INDUSTRY CDUNTRY? 
Housework Maryland U.S 

13. FATHER’S NAME 14. MOTHER’S MAIOEN NAME 


John Straining Elizabeth E, Stevens 
15, WAS OECEASED EVER INU.S.ARMEOFORCES? | 16. SOCIAL SECURITYNO. | 17. INFORMANT Address 


(Yes, mo, or unkown) — so 
none Records, Springfield State Hospital 


No 


18. CAUSE OF DEATH [Enter only one cause per Ine for (a), (b), and (c).J oy ante 


IND DEATH 
ae OEATH WAS CAUSED BY: be 
, __ IMMEOIATE CAUSE (a)__Pulmonary artery embolism tinutes 


QUE TO 
Conditions, If any, which 5 Days 
gave rise to Immediate 
cause (a), stating the 
underlying cause last. Years 
PARTI OTH 19. WAS AUTOPSY 
chizophrenic a DEPEaCTA type. Eon 


yes X] No [} 


20a, ACCIOENT WAS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part I or Part II of item 18.) 
OR CONTRIBUTING (-] CAUSE OF OEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 
20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour am. while Not While factory, street, office bldg., etc.) 
19 at work at work 


21.1 the that (I) (this hospital) attended the deceased Laproguersmerrretis 19__, that {0 (we) last 


saw the deceased alive nn__3—-5=65 19 __, and that death occurred i) the causes and on the date stated above. 
22a. we L. 22. DATE SIGNEO 
/ ’ > 7 ATTENOING MED. STAFF 
, y ear .p,- PHYS. [1 _olrector [_] PHYS. 3-5-65 
5: paste ahs ge Eas zd, RORESS Springfield State Hospital 


NAME (Type) 


23a, BURIAL ciel | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. py IN (Clty, town or county) (State) 


Ge “7 REMOVAL (Specify) 3- LIE hee's We uid lot a ox 
aa fae cates OR ORES 75a, fl “i 2b. /REELSIEADS SI 
oe ZU. ey Lila 302 (LN e wUch | ae mnt ‘sss li 


: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
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> 
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2 
<< 
wi 
ae 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


=i 


Be b CERTIFICATE OF DEATH Ud425 
2 8 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
S75 . Carroll * Sryland 1 oe iitimore City 
222 MARYLAND iary i Di 
oS b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
oD 
2B fe write RURAL and ef nearest town) s 
£3 Sykesville éyrs.8mos.20d}.s Baltimore Zo0/- ¥ 
8 ga d. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, glve street address) || d. STREET ADDRESS 6 ees 
Ese /5 Springfield State Hospital 210 S. Clinton St. ves] no fd 
Be 3. [Ja First Middle Last iy er Month Day Year 
2 a 
252 (ype or print) SAMUEL (2) SUNDERLAN DeaTH =~ Marc 31 19 65 
open . SEX 6. COLOR OR RACE ®. DATE OF BIRTH ©. AGE (In. years |IFUNDER 1 YEAR|IF UNDER 24 HRS. 
. MARRIED [X] NEVER MARRIED [_] oe iitihday) Ce SS 
=, oer, . lonths ays jours in. 
zl Male White WIDOWED [_] pivorced[] | 12-29-1892 a yrs, | 
co 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
S33 during most of working life, even If retired) INDUSTRY ¥ COUNTRY? 
aS House painter Maryland U.S.A. 
ges ie, tATHER'S WAME 14. MOTHER'S MAIDEN NAME ji 
oo . 
fe e Daniel Sunderland Lucretia lleeks 
ome 15. WAS DECEASEDEVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
S25 
22° (Yes, no, or unkown) | (If yes give war or dates of service) a - : “! e 
bats Yo None Records, Sprirg field State Hosital 
5.8 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).J INTERVAL BETWEEN 
Bes PART I, DEATH WAS CAUSED BY: : pS Ct 
SEs 4 IMMEDIATE CAUSE (2) Coronary occlusion _ 3 
oa e: 
Gx aol DUE TO r 
Conditions, If any, which _Arteriosclerotic cardiovascular disease Years 


gave rise to immediate 

cause (a), stating the ( SUE TO 
underlying cause last. (c) 

fil OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. WAS AUTOPSY 
chizophrenic reaction, paranoid type, in a me efectiv 4) r 

4 pee Pp noid type, in a m mtal defective. ,/, e ves [] No [St 
20a. ACCIDENT WAS UNDERLYING 

OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF ESTHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


y 
(enter nature of Injury In Part | or Part If of item 18.) 


20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
while Not White ictory, street, office bi 
at work at work 


MEDICAL CERTIFICATION 


After this certificate has been si; 


p. 
21. | certify that (1) (this h 


rs ospital) attended the deceased from_7—11=-28 1851 i= , 19___, that (1) (we) last 
saw the deceased alive = Sa 19____, and that death occurred at 27M , from the causes and on the date stated above. 


22b. DATE SIGNED 


oh Rl ntx mo. RWS C]_Bitéctor CO) Pars. al Yo1-65 


d with the State Dept. of Health prior to buria 


22c. PHYSICIAN’S 


director, page 3 should be detached for use as the bu 


| 
= 
2 é 22d. ADDRESS Springfield State Hospital 
| MME Gye) Julian Radzykewyez, M. D. | rng 2 git 
S [23a BURIAL, CREMATION, Zap. DATE THEREOF | 200. NAME OF GEMETERY OR UREN 23d. LOCATION (city, town or county) tate) 
a REMOVAL f pacify) Y c y) al ff 

iain ~2-¢ ATE Kh Uy 4 

RAL DIREGTOR 


dv, 
a. REC’D BY REG! 196 b. REGISTRAR’S SIGNATOR! 


ote APR 9 19 | Motiaat Da st 


> ADDRESS _ =p 
NAN. LLY <é ally My : 
j OE, | 


MARYLAND STATE DEPARTMENT OF HEALTH 
___. DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


°03445 CERTIFICATE OF DEATH 3426 


ol, 


gave rise to Immediate 
cause (a), stating the DUE TO ¥ w : ‘ 
underlying cause last. (o Combined rheumatic & arteriosclerotic heart disease years 


PERFORMED? 


2S 
3 32 3 1, Fa rea 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission} 
= a, STATE b, COUNTY 
5 275 Carroll MARYLAND Mary] and Baltinore C5 
= gs b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearést town) 
2 Bs: % write RURAL and give nearest town) | . ; 
S 2.8 Sykesville > LOno, Lédys|. Baltimore US 
@. 3 2 oe } _ d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) |) d. STREET ADDRESS e. a ie 
rh tS a Hy , 5 
- Se Springfield State Hospital 321 Mason Court yes] nofd 
= 385 NIE ra First Middie Last 4. DATE Month Day Year 
= 3 
te aed yp (Type or print) CHRISTINA (NMI) TRAGESSER mene March 2) __19 
£ soo" 5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED [_] 8y PATEDE, EBON 3. AGE fe ae Haw EAR FUSE si 
oy mnths | Days jours E 
2 EES Female | ‘white | wiowenGj —_oworceo[}|__—S&xxaxan 4% 65 ys. | 
© tera 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
i Ss Sa during most of working life, even If retired) INDUSTRY COUNTRY? 
Se 4 
2 ess Housewife Maryland 
¥ ag 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 7 a 
2 s& 
sees RAKRRRK Goodlon Cross BHXHSEH Pricey unknown 
Ss % e 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. TSFORMANT ‘Address 
a es (Yes, ni unkown) |(Ifyes glve war or dates of service) “ ’ a 7 
g 85s No None Records, Springfield State Hospital 
SS ae 18. CAUSE OF DEATH [Enter only one cause per tine for (a), (b), and (c).} ee tee 
eer 3 PART I. DEATH WAS CAUSED BY: : 3 \ ey 
ZERE5 IMMEDIATE CAUSE (2)_rulmonary embolism, source unknown minutes  _ 
Eg 222 eli BX DUE T0 
3 Conditions, If any, which (0) 
S 
oc 
£ 
= 
= 
2 
= 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(2) |19. WAS AUTOPSY 
Chronic brain syndrome associ ated with convulsive disorder with 


yes {x} NO [] 


w 


Q 
a. ACCIDENT WAS UNDERLYING 


After this certificate has been signed by the attending physic 


§ 
2 
g = 
1 aarti} 
#222 
5 3ge 
eS FI 
3288 _ |e 
£8.38 s 
2f52= FS 20b. DESCRIBE HOW INJURY OCCURRED. (enter nature of Injury In Part | or Part I of Item 18.) 
Sagge & | OR CONTRIBUTING [] CAUSE OF DEATH 
S382. & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
£2288 = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ) 206, PLACE OF INJURY Home, farm.) 20%. (City or town) (County) Gtate) 
zs ‘2 co 
a oa r= Hour a.m, while Not White factory, street, office bidg., etc.) 
e238 2 pm. 19 at work} at work [1 
53 Re 2 21. | certify that (i) (this hogpttst attgnted the deceased from. serge 19___, that (I) (we) last 
< = ., : y 
Eo Sez saw the deceased alive on_3=2/.— 19___, and that death occurred a! p front thé causes and on the date stated above, 
<a2o°s D 
@ Sa = aa, SIGNAVURE 2b. DATE SIGNE! 
+ ees ey Set / ATTENDING MED. STAFF ee: } Pee 
ef aes Uy « teed yo. PHYS. L]_birector [1] PHYs. 3-2))-65 
2e255 222. PHYSICIANS gad. ADDRESS Opringtield State Hospital 
ae G55 Antonius Gl M,D. Sykesvi 
Seses a 2 a 
=EpELS 23a. BURIAL GREMATION,) 23. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
3 
ai BURTAL 5 3-27-65 Oak_Lawn Cemetery 7225 Eastern Avenue 
24. FUNERAL DIRECTOR ‘ADDRESS 25a, REC'D BY REGISTRAR | 250. REGISTRAR’S SIGNATURE 


VR A15 (4) y p 


Wm.Cook,Inc., 1217 St.Paul Street,Baltimore 
15M 4-64 


— 


oat MAR 2 9 ee ae 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, HN 


03446 CERTIFICATE OF DEATH : 


~ PLACE OF DEATH ESSE SPE GSCE | ToTUSUAY MESIDENCE CWhere deceated lied, If institution: Residence before admission) 


a. COU . STATE b. COUNTY 
Carroll MARYLAND ae 


b. CITY DR TOWN (If outside corporate limits, ¢. LENGTH DF STAY IN 1b || c. CITY DR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and _give nearest town) 


Sykesville I6 mo. Baltimore A 
¢. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) | d, STREET ADDRESS Ee 
5 : 610 N.Monroe Str. ¥ 
pringfield State Hosp. yes] no PX] 


3. NAME OF a First Middle Last |" DATE Month Day Year 


in 24 hours after death. 


ry 


DECEASED ~- DF 
(ype or print) Lula Mamie Travers DEATH March 2 19_ 65 


5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9, AGE (In years |IFUNDER1 YEAR [IF UNDER 24HRS, 
: 7. MARRIED [~] NEVER MARRIED [—] ASE Oehaeys Hearne pe CHORE Mee 
F Cc wipowep [H DIVORCED [_] not known 6: 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND DF BUSINESS DR 11. BIRTHPLACE (County & Statd, of foreign country) | 12. CITIZEN OF WHAT 


during most of working life, even If retired) INDUSTRY * UNTRY? 
Domestic North Carolina pay 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Jonas Moore Hannah Stokes 


Fae res IN hes Bee Lis 333 , 16. SOCIAL SECURITYNO. | 17. INFORMANT Address 
un} . 
M0; ‘own If ‘yes give war or dates of service, 2 Hospital Records 


INTI BETWEEN 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).3 Meer AND era 
PART |. DEATH WAS GAUSED BY: ‘ 
IMMEDIATE CAUSE (2)_____ Pulmonary Artery Embolism | Minates— 
FO4X DUE TO 

Conditions, |f any, which () Thrombophlebitis of left Tliac vein 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. ____ Septic Decubitus ulcer 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) | |19. WAS AUTOPSY” 


C.B.S. y YES fe] No [] 


20a, ACCIDENT WAS Pane 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury In Part | or Part Il of item 18.) 
OR CONTRIBUTING [3 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. while Not While factory, street, office bidg., etc.) 


19 at work[_] at work 


21.1 certify that (1) (this rosn) attended the decease ee) that (I) (we) last 
saw the deceased alive pn. 1965 _, and that death occurred a fom the causes and pn the date stated above. 


22a. SIGNATURE ie DATE SIGNED 
ATTENDING MED. STAFF 
(tied Ai Li Abts mp. PHYS. C1 __pirector (] Pays. {Xt 3-7-65 


22c. PHYSICIAN'S: 22d. ADDRESS 
RENE ye) | Springfield State Hosp. Sykesville Ma 


23a. BURIAL, CREMATION,| 230. apes 23c. tom CEMETERY OR CREMATORY 23d. , LOCATION yet town OF coum (State) 
REMOVA (Specify) VU Ye 


A i DIRECTOR bfy lia 25a. REC'D BY REGISTRAR La REGISTRAR’S SIGNATURE 
fe. 


jooe {8 eu tag tos oare MAR 8 1965 fehonrtea Qunages” 


ompletely filled in by the funer: 
% carbon papers. Pages 1 
vent, within 72 hours a 


. 


The aw requires that the death certificate be executed wit! 


leas 


|, cremation, or removal, and 


-transit permit. Then 


f Health prior to bur 


MEDICAL CERTIFICATION 


age 3 should be detached for use as the bi 


should be filed with the State Dept. o 
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TO HOSPITAL OR ATTENDING PHYSICIAN 


director, p 


” MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03447 CERTIFICATE OF DEATH Ni42KR 


1. fea h aids 2. USUAL LEYTE, ne deceased lived, If institution: Residence before admission) 
CARROLL ak ee BCOINTY ATLEGANY CO. 


b. CITY OR TOWN (Jf outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


RURAL SYKESVILLE GUMBERLAND rt, # ie pee 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. IS ha Hee 


ONA 
SPRINGFIRLD STATE HOSPITAL HAZEN RD. CUMBERLAND MARYLAND yves-]_noD® 
3. NAME OF 


First Middle Last 4. DATE ih Day Year 
figrsrbiny DAISY BELLE “glows [Bie 3F28765 19 


5. SEX 6. COLOR OR RACE | 7, MARRIED BQ NEVER MARRIED[=) | © DATE OF FIRTH 9, AGE (In years |IFUNDER 1 YEAR|IF UNDER 24 HRS. 
be OU Taos mirthoay) Heats Days | Hours Min, 


P W WipoweD [-] pivorcen[]| 9/22/97: 57 yrs. 
10a, USUAL OCCUPATION (Give Kind of work done) 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 42, CITIZEN OF WHAT 
INDUSTRY ; 5 COUNTIES 2 


apers. Pages 1 and 


ent, within 72 hours after dea’ 


mpletely filled in by the funeral 
carbon 


i) 


eas! 
and 


during most of working life, even If retired) 
HOUSEWIFE Own home Keystone,° Penna, 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
David Keefer ANNA GOMER 


pl 


it. Then 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT 


ad ; 
(Yes agar ukown) cHfyesolreviar or dates fsrvice)| SPRINGFIELD STATE HOSPITAL SYKESVILLE MD. 
None 


16. CAUSE DF DEATH Tenter only one cause per line for (a), (), and (c), INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: veg OGARDIAL INFARCTION ONSET AND DEATH 
+ Coy MMEBIATE CAUSE 


<i DUE TO 
Conditions, If any, which HYPERTENSION yee eS 

gave rise to Immediate 

cause (a), stating the DIABETES 

underlying cause lest, ©. CaYS 

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) \UTOPSY 


19. WAS Al 
INVOLUTIONAL PSYCHOTIC REACTION vs) NOR 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of Injury In Part I or Pert Il of Item 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While factory, street, office bidg., etc.) 


Not While 
sm. 19 at workL_] at work (_] 
21. | certify that (I) (this hospital) attended the deceased from. : 19_ye to. 19___., that (1) (we) last 
saw the deceased alive on_3/2T/65 ___19___, and that death ocurred at L-T5AM, from the causes and on the date stated above. 


22a. SIGNATURE ¥ 22b. DATE SIGNED 
es Oribas MD in, SAME SY Boe C1 SE OO apps 
22c. PHYSICIAN'S 22d. 
} a ad LD STATE HOSPITAL SYKES.MD 
NAME (Type) 60) st Arr; bas f.d. | ghRivcrrE § 
23a. renova pci | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (Clty, town or county) (State) 


REMOVAL (Specify) 
Burial 3/24/65 Centenary Cemetery Bedford Rd. nr. Cumberland ,Md 
24. FUNERAL DIRECTOR ‘ADDRESS 25a. RECD BY REGISTRAR] 25b. REGISTRAR'S SIGNATURE 


HNN H, Wayne George Cumberland, Md, DATE MAR 24 5 fortes Joudges 


ed by the attending physic’ 


permi 
, cremation, or removal 


jal-transit 


ign 


3b 


A 
MEDICAL CERTIFICATION 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 
should be filed with the State Dept. of Health prior to burial 


director, page 3 should be detached for use as the buri 
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15M 4-64 


: MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


03448 | CERTIFICATE OF DEATH $49: 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution; Residence before admission) 
a. COUNTY a. STATE b. COUNTY 


a 


aon 
fter deatlf z 


Carro MARYLAND Marylan alti ity 

b. CITY DR TDWN (if outslde corporate limits, ¢. LENGTH DF STAY IN ib || c. ClTY DR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 20 d 

7o 08 « 


ad > 
4 Sykesvi le 1 yr. ms. /| Baltimore Joe} 
d. NAME DF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. Cheunnee 


Springfi S Hospital 306 Duport Avenue ves] wold 


3, NAME OF First Middie Last 4, DATE Month Day Year 
DECEASED 


OF 
(Type or print) RUTH ANN y DEATH March 20 1965 
5, SEX 6. COLOR OR RACE | 7. wARRIED [-] NEVER MARRIED [-]| & DATE OF BIRTH 9. AGE (In years era] | Ho a 


last birthday) a Days | Hours | Min. 


Female White WIDOWED [3%] pivorceo( | 3/6/1884 8] yrs. 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR ) Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


$s. Pages 1 and 


a 


ted in by the funeral 


during ory of working IIfe, even If retired) 


HOUSEWIFE AT_HOME VIRGINIA I 
13. FATHER'S NAME Pam ais VAL "S MAIDEN NAME 


Meyer Bichberg Betty 
15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 

No_ 217-03-1267_| Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 

PART |, DEATH WAS CAUSED BY: : pe pa aa 
IMMEDIATE CAUSE (2) Bilateral bronchopneumoniae days 
A00 DUE TO 

Conditions, If any, which o)_Heart failure. weeks 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. © Arterioselerotic heart disease. years 
PART Il. DTHER SIGNIFICANT CONDITIDNS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. WAS AUTOPSY 


Chronic brain syndrome associated with cerebral arteriosclavsis with | yg) Not] 


or removal, and in any event¢within 74 hours ai 


transit permit. Then please remove car] 


or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and comple 
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20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCGURRED. (Enter nature of Injury in Part J or Part II of Item 18.) 
DR CONTRIBUTING [7] CAUSE OF Di 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. while Not While factory, street, office bldg., etc.) 


p.m. 19 at work at work im 


21, | certify that (0) (this hospital) attended the deceased from__8=23=63 , 1 19___, that (1) (we) last 
ive on_ 3-20-65 15H, 8 


saw the deceased alive o = 19____, and that death occurred ai fit the causes and on the date stated above. 
22a. SIG! RE = | 22b. DATE SIGNED 
,. i SREP™ Miron CBRE 29) 3-21-65 
22c. PHYSICIAN'S 22d. ADDRESS S 4 2 2 
Se pringfield State Hospital 
(9) Antonius GlaMm/M.D. | Sykhsvi i a 


5 Pea Lisa | 23b. 3b: ef = Whew) 23¢, , NAME OF 7 OR Eevee 23d. LOGATIDN Lip limive town or county) (State) 


MEDICAL CERTIFICATION 


filed with the State Dept. of Health prior to burial, cremation, 


Page 4 may be retained by the hosp 
director, page 3 should be detache 


should be 


VAL ey 


% Que ERAL, DIRECTOR Mhegy, 25a, REC'D B' ile 25b. GISTRAR’! 
a me “tho tie | onMAR 26 1965| 2 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


< 
= 
> 
= 
Sih 
= 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


034498 CERTIFICATE OF DEATH 03430 


s 

8 & 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
so OUNTY 

eee se a. STATE b. COUNTY 

2738 Carroll MARYLAND Maryland Carroll 

eee. b. CITY OR TOWN (if outside Eorperste limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limlts, write RURAL and give nearest town) 

Bee write RURAL and give nearest town) 7] 

28 Westminster 3 days Westminster 

gin . NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. TS RESIDENCE 

= any “ . 

eRec7 Carroll County General Hospital '20 carroll Street vesC] nok] 

3s gs: 3. NAME OF First Middle Last 4, DATE Month Day ‘Year 

2 > 

ase (Type or print) PAUL QUINCY WHITMORE DEATH March 24 1965 

See 5. SEX 6. COLOR OR RACE ] 7, MARRIED [-] NEVER MARRIED [-] | & OATE OF BIRTH 9. AGE (In, years | IF UNDER 1 YEAR|IF UNDER 24 HRS, 

ees, i last birthday) [Months | Days | Hours | Min. 

2 male white wiboweD [%] pivorceo[]|Feb. 4, 1886 ae 


U1, BIRTHPLACE (C & State, or foreign country) | 12. CITIZEN OF WHAT 
rae . x COUNTRY? 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 
during most of working life, even If retired) INDUSTRY. 


23 engineer Ted. Ces Frederick County, Md. U.S.A 
= oS 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Gs . : 2 a 
ae § Emanuel David Whitmore M. Alice Stitley 
2 ia 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT pares 
£25 (Yes, no, or unkown) | (If yes vive war or dates of service) ‘. 4023 The Alameda 
See = Ze 2/2-/o-oS564John H. Whitmore-Baltimore 18, Maryland 
r=] = 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).3 7 Te ape at 
ae PART |. DEATH WAS CAUSED BY: BEE ’ rs Ca. zie . 
=e 5 _ IMMEDIATE CAUSE (a), he laceac le = ea a 
Ess 42 DUE TO 
Conditions, If any, which tb), 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (©). 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPARTJ(a) 19. WAS AUTOPSY 


_ , PERFORMED? 
(K a Zeng a Sr Dineen bupthvochara— ves [7] No [4 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING (j CAUSE OF DI 

(IF EITHER, NOTI IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20f. (City or town) (County) (State) 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
Hour a.m. while Not While factory, street, office bldg., et 
p.m. at work} at work J 


21. | certify that (1) (this hospi) attended the deceased from_VZua. 2, , 19057, to Waa 2 _, 194,4- that (I) (we) last 
saw the deceased alive on. are 19.6" and that death occurred at 72 M, from the causes and on the date stated above. 


22a. SIGNATURE ( wn 7 22b. DATE SIGNED 
Fy on c ATTENDING ED. STAFF 
e- f m0, PRS? EF Bintoror PAYS. 


22d. ADDRESS Z = mee 
[ee 


MEDICAL CERTIFICATION 


After this certificate has been 


22c. PHYSICIANS 


NAME (Type) Jo Hrs 5 OKARSHEY M.D AL- Estastae ae. 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 


23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 


burial 6/27/65 Westminster Westminster , Maryland 
"24, BYNERAL DIREGTOR ADDRESS REC'D BY REGISTRAR | 256, REGISTRAR’S SIGNATURE 


VR A15 (4) Pan oh. ae 4 
15M 4-64 2. 7h c S/n aw le 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: i 
director, page 3 should be detached for use as the bul 


TO HOSPITAL . ATTENDING PHYSICIAN: The law requires that the death certificate be executed within : hours after death. 
should be filed with the State Dept. of Health prior to b 


oulVAR 2 6 1965 {Ao boy Nope 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
= 03450 CERTIFICATE OF DEATH 03431 
s £2 3 é 
3 23 i RERCEr DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission} 
Be ae = e. STATE b. COUNTY 
¢ 2c¢ Cc ARROLL amano | "ip 2y.AWwD "CAR RoLL 
= ae $ b. CHY rh va fe outside ce ¢, LENGTH = STAY IN tb ITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
es ) an nearest town} RS 
: £32 vi EsiMinGn 7YEALYY Rugw. WE STM MmSTER 
= B8a° a. ae OF LW OR INSTITUTION (if nol in hospitel, give street address) d. STREET ADDRESS e. IS RESIDENCE - 
Smeacst oe | # ON A FARM? 
@:: Route é We eS ve [1 Ne 
Sa rss WANE OF Ss yey "Middle Last Aa (as Month ee oer | 
Bh, 


“Dey Year Ks, 
ream MA LCH 14 whs 
IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Hours | Min. - 


Reon.” Sed Hy STock WISWER_ 


/S. SEX 6. COLOR OR RACE! 7, marRieD [[4NEVER MARRIED [_] BIRTH 


8. DATE OF BIRTH 9. AGE (In ser 
M”A LE wiht iTé wipowed[] __ivorcen [7] AUG Wk e741 ab 


We, USUAL OCCUPATION (Give kind of work 1b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreig’ oor 12, CITIZEN OF WHAT COUNTRY? 


"ERRM EI Ene Barttimee Co. MD. v.sA. 


13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 


J OVUSHUA W. WISWER | MARY AGNES - A 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. Kerr W iS NE ay 


(Yes, no, or unkown) | (Ifyesgive werordetes of service) 
EB Rout #2 WESTM INSTE 


INTERVAL te 


ope Days 


the attending physician and completeyys 


hat the death certificate be execut 
permit. Then please remove carbon p: 


| 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), end (c).) 


or removal, and in any event, 


15 15) that (1) (we) last 


2. 1 certify that (I) (this japecw | he deceased from..#..4.. fA. ay 
saw the deceased alive on): Yoh 19K aw 4 and that death tarot aig , from the causes and on the date stated above. 


22a. SIGRPATURE lina Sar e2tbs OE 
i 
You 9 M.D. | PHYS.  Dikeron 1 Pais. | bok -1}- Pe 


“MSA WEL I + WE * Weer mi usT EN ry a 


23. “BURIAL, Geena | 3 DATE THEREOF ‘23c. NAME OF CEMETERY OR ” AL, 


23d. LOCATION (City, town or county) jate) 
IMOVAL (Spetify) 
Pome oe Matus | ypc adpesDeg 
24 24 Bul JERAL DIRECTO! leu Za 25a, REC'D mf "6 198 5 REG] ee o Pe 
oarbMAR 1 6 196 


~ 

a PART |. DEATH WAS CAUSED BY: ? fp TA i wea 7 eA 
338 WMGoIATE Aust i) CoP RCINCSA — 6 F MLOSTAT eta EAR 
g : 
fa YZ JX DUE TO 
és Conditions, if any, which {b) = 4 = — 
es gave rise to imme cause 7 
= = {e), steting the underlying BUETO 
ee ‘cause last. te) 

5 ——= _—_—- _ = SS eee 
tee z | PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DI IN PART i(e)| 19, WAS AUTOPSY 
Ss re) PERFORMED? 
Be ols ves [] No [] 

°° af = —> — 23 — =— 
23 & 10s. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert Tor Pert Il of item 18.) 

2 © | On CONTRIBUTING L] CAUSE OF DEATH 
ae G | (lf EITHER, NOTIFY MEDICAL EXAMINER) 

~ — — = 
ga % | Doc. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, "201 (Ciiy of town) (County) (Stete) 
ay g ed While __Not While factory, street, office bldg., etc.) | 
Be 2 ee 19 et work [_] et work H 
as 
Be 
Ls o 
m5 


Ll 


TO FUNERAS SIRECTOR: After this certificate has been signe: 


director, page 3 should be detached for use as the burial-fransit 
be filed with the State Dept. of Health prior to burial, cremation, 


TO HOSPIT., 
death, Pag 


VR AIS (4) 
15M 7/61 (f 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


0345}. CERTIFICATE OF DEATH 3432 


8 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whore daceased lived, If institution: Residence before admission) 
2G a. COUNTY a, STATE b. col a 
£c¢ — MARYLAND || Maryland rroll 
= vs b. CITY OR TOWN [if outside corporate limits, “¢. LENGTH OF STAY IN Tb ©. CITY OR TOWN ae outside corporate limits, write RURAL and giva neerest town) 
Bao wee poe and y" nesrest town) 
ens 15 yrs Mt. Airy 
Bas a. = OF ate ‘OR INSTITUTION (if not in hospital, give street eddress) || 4. STREET ADDRESS 5 See 
eer MF 
‘See Oak Street i Oak Street yes [] NO 
3 Boe os. . NAME OF AT ddl Last c = “Month Year 
2 ECEASED OF 
fyeeorpin) = EDT TH H. WRIGHT | peas MARCH 9, 19 65 
5. SEX = 6. COLOR OR RACE| 7, maRRiED [] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In yeors jIF UNDER 1 YEAR| IF UNDER 24 HRS. 
2? 5 A > 5 48 & "OB." Months| Days | Hours | Min. 
68 female white wiooweD FX] —_—ivorce [|] UE « 5187 yrs, 
Ge Tos. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
ren} done during most of working life, even if retired) U.S 
3s ousewite home Maryland oS Ae 
io 13. FATHER’S NAME >= 7 - 14, MOTHER'S MAIDEN NAME a 
29 a 
52 Riggs Hobbs ? Iglehart 
s § i WAS DECEASED ae IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT LLOUL1SE - + Addes Same aS # 2 
4 fes, no, or unkown) | {i yes giveweror detesofservice) 
ae no ete none Mrs. kaustz W. Leatherwood 
PS —- Sane ae = gee 
= 18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end iceee Sar ase 
a PART |. DEATH WAS CAUSED BY: 
3 IMMEDIATE CAUSE (a)__ or eee ced Le Pel gs ae x 35 hs sige 
e A 
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& 
= 

3 
Uv 
2 
3 
3 
x 
Cy 
3 
2 
g 
g 
ac 
8 
vu 

© 
= 
& 
= 

g 
Ss 
oT. 
©: 
= 
2 
2 
e 
Ps 
<4 
= 
13) 
= 
E 
& 
0 
B 
iy 
H 
a 
« 
oy 
° 
a 
BH 
m 
cy 
wn 
3° 
bet 
° 
H 


VR AIS IN 
3 \¥ 


DUE TO 


Conditions, if eny, which 
geve risa to immediate couse 


(2), stating the undarlying (- DUETO 7 i eS » mer. 
couse last. te. Antti ae 


ial-transit permit. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 


Rl ecity) 
BURIAL” | 3-12-1965 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


C.M.Waltz, Box 241 Sykesville,Md. 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATON (City, town or county) (Stete) 


death, Page 4 may be retained by the hospital or attending physician. 


a 
e 
3: 
ga 
fo 
2s z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO'DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) WAS AUTOPSY 
a pss he a a ah 
oe g ves [] he (| 
=3 g —. 
33 = |20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Port Il of item 18.) 
8 
a5 & | OR CONTRIBUTING [] CAUSE OF DEATH 
eS © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
b2 < 26e. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, ferm, | 201. (City or town) " (County) —~—~—~—«(Stete) 
ve 8 a ‘Hoar cera While __Not While fectory, street, office bldg., etc.) | 
ie, = p.m. 9 work ‘ot work ! 
a 
O28 21. F certify that (!) (this hospital) attended the deceased from 1 th (we) last 
us saw the deceased alive on... wo 19. 2, and that death occurred 9: OP trom the causes and on the date stated above. 
°o 
5 . SYBNATURE 2b. ATE 
a. are ATTENDING MED. STAFF ; ad 
fit? mo, | PHYS. = RY pirecToR [] PHYS. [] 3 if 
< & ~ PHYSICIAN'S 7" 22d. ADDRESS a 
eae NOME Ue Care FMEeadoas, MO Feo cyvacie ST  DAsmascus 412 
spa 
me 
os 
ee 


a8 MAR 15 19 % we lacy Yes 


20M 5-6: 


0345 


MARYLAND STATE DEPARTMENT OF HEALTH 
he of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


§3433 


cy 
1. PLACE OF DEATH 


@. COUNTY C Ann 


2. USUAL RESIDENCE (Where deceased 


eo TAR y law 


Ijved, tf institution: Residence before 
b. COUNTY CARR Of. 


mission) 


f 


underlying cause last. tc). 


aia ae MARYLAND 
Peso Se b. CITY OR TOWN (If outside corporate limits, ¢, LENGTH OF STAY IN 1b || ¢. pa OR TOWN (If outside corporete limits, write RURAL end give nearest town) 
Z2e ES write RURAL end glve neares ony [CEL YR? va ph 17 pret th 
822 Be SAA LACS I-E Ht Ax FPS TE 

@: ge d, NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street eddress) || d. STREET ADDRESS o. TS RESIDENCE 

22 = 
pee 88 yp22/ S SY AIW gay Mi Arn SF ves] No 
SE Me 3. [Le First Middle Last 4, eee Month Day Year 
ENE sek (ype or print) feoh DEAT WRICAT| Bam recA, 22 1 I 
sa 5. SEX B COLOR OR RACE V7. waRRIED [FY NEVER MARRIED [_] 5 DATE OF BIRTH, 9.” AGE fin id Hearne TEA Lv ghd. 
3 jonths | De: jours n. 
£25 ed Ay fe Whi Je wipoweD [-] pivorceD {_] we oye 1905 “44 | 
22s = 10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR BIRTHPLACE (State or foreign ane 12. cul ah Pi WHAT 
5 2S 3s durl fe PLT life, 2 If eas INDUSTRY ’ 
Sis, PET Mount Soe Fenn . i wi "S. A 
3 s 13.” FATHER’S NAME Sy inert MAIDEN NAME ™M 
g s io) aT argc ayn ina 
a 5 g z 15. WAS ae ey S. ‘0 2 4a 
s+ ) ARMEDFORCES? 4 16. SOCI. ~Gyo§ 1 RMANT bdin 
oe * (Yes, n0,_or sthkown) i. sae i wee se AL gid te oaf, md. 
clu 
2e¢ Es = 21-4 Right Bdampe 
= Re s 18. CAUSE OF DEATH [Enter only one cause ra tne “ (a), 0), £ (c).] BISsAN BETWEEN 
B=] PART 1, DEATH WAS CAUSED BY: bof 4 
225 35 97 ¢ IMMEDIATE CAUSE (a) fie le (2 x) eso Sth whteht @ 
S25 85 DUE TO 
oe a Conditions, " eny, which (b) 
BB: & gave rise to Immediate 
o Ss cause (a), stating the DUE TO 


=} 

3 

3 & | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 19. eae 
2 2 eee 

& O18 yes] NO 
P= *< | 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part 11 of ttem 18.) 

= 

oS & PRIMARY [1] or CONTRIBUTING (J 

2 41) CAUSE OF DEATH. 

= = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED /20e. PLACE OF INJURY Glom, farm, 20f. (Clty or town) (County) (State) 
a & Hour em. wil, Not While factory, street, office bidg., etc.) 

_ = us 19 at work [} at work L} 

= 

= 


Page 4 should be forwarded to the Chief Medica 


please execute tne certificate, writing the word 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 
of Health or its designated agent, prior to burial 


. 21. I certify that | took charge of the remains described above, held an Autopsy [ ], Inspection Inquiry [_], and In my opinion 
3 
a = death resulted from: Natural causes Accldent [7], Suicide [F;~ Homlcide [_], Undetermined manner [_] 
@& z . * Li) CHIEF MEDICAL EXAMINER 
wt = Aut 012 ace = Li ASSISTANT MEDICAL EXAMINER [_] 22, DATE SIGNED 
= S a 
ia ., Mawrice C.Porterfield Ae i la aa 2 OD 
E 53 De RAME (hypo) ace Torre (Street, city, town, or cou ) Hemp ste as 
HS S's 23a, BURIAL, CREMATION, Bi DATE THEREOF NAME OF CEMETERY OR CR espe 23q. LOCATION oe town or county) eae 
Suse featite? |F -25 PbS icaeiylie nek Choy Foi appt 
24, ens DIRECTOR hoo. i 7 WA 25a. “hires = REGISJRAR'S SIGNATURE 
WMS Spor oe rg WE Sin bene inp Pend, Me DATE MAR 26 1 Tp 
500 4-64 


» 


MARYLAND STATE DEPARTMENT OF HEALTH 
EASE} OF.STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
‘Saude 


22a, SIGNATURE 22b. DATE SICNED 


ATTENDING - MED. STAFF | A a 
mp. PHYS. D4 pirector []_Pavs. C1 3Bdb 


Mtr nD 
22c. PHYSICIAN’ 22d. ADDRESS 


| NAME (Type) L«L- PoTTER M:D. Lirreestown,PaA, 


Sf] € 
on CERTIFICATE OF DEATH 03434 
Ss 253 1 Ruae Ene Ente) 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
= : Cc 12 STATE b. COUNTY 
5 2738 Lita MARYLAND Wary land Carroll 
= S8h b. CITY OR TOWN (if outside corporate limits, ¢. LENCTH OF STAY IN 1b |. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
> ae write RURAL and give nearest town) 
g ie Rural, Westminster 33 Years Rural, Westminster 
2 sen ¢. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || . STREET ADDRESS ®. IS RESIDENCE 
+ 23n ! ON A FARM? 
S Gs. x Westminster, Md. R. D. 2 Westminster, Md, R. D. 2 yes) nof] 
it~ > 
= 3s 3. bea First Middle Last 4 Date Month Day Year 
= 2 se 7 (Type or print) Sarah Rebecca Yingling beaTH March a5 19 65 
B sas 5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED[_]| 8 DATE OF BIRTH 9. ACE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 
3 oes ge Irthday) Months | Days | Hours | Min. 
S$ EES Female White WIDOWED [74 pivorcen[] |August 20, 1892 yrs, 
oe | 10a. USUAL OCCUPATION (Cive kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
ys 22 during Hous ree ife, even If retired) H ee c 11¢ ty Nd UeScA. 
o 22s ew; ler own home arro. oun yo e e e 
8 £e5 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
e 
| Ze zg Edward M. Strevig Anna Miller 
So eons 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOGIALSECURITYNO. | 17. INFORMANT Address 
s 226 (Yes, no, or unkown) | (Ifyesgive war or dates of service) 
§ BES None Mrs, Prederick Myers, Westminster, Md, Re7 
@ os _ e 2 » = 
eS £23 18, CAUSE OF DEATH [Enter only one cause per line for, (a), (b), and (c).1, ; ae INTERVAL, BETWEEN 
S- Be PART |, DEATH WAS CAUSED BY: i ” a é / 
sS S55 . IMMEDIATE CAUSE (2) ( bk CNG tonatic. Hedaw  MWiACaAo_. 
=3 658 4206 DUE To 
sea 53 Conditions, If any, which (b) 
3S Ss gave rise to Immediate 
Bmw a 2 
Se a2 cause (a), stating the DUE TO 
S 5 
ae Fa is underlying cause last. fo) = 
seecc & | PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONCIVENINPART 1(a) 19. WAS AUTOPSY 
25233 als ves FI no 
2Ss.s O|f 
2 = ser = FOE ROO ET ING Ta Hennes ae Fs 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
Sagus 
Sg 82. © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
228 
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= 23a, mee pee | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) ¢ ! 
\(O|__ “Bara 3p8/65 Pleasant Valley Cemetery | Pleasant Valley, Carroll 
io. ADDRESS 25a, REC'D BY REGISTRAR| 25b. REGISTRAR’S SICNATURE o 
VR AIS (4)! Littlestown, Pa, oareMAR 2 9 1965 
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